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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


om 


with 


Hed in by the funeral director, 


Pages 1 and 2 should be 


e 


i: 


€ 
3 
S) 
s 
6 
3 
2 
gx 
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Then please remave carbon popers. 


ate has been signed by the attending physician and comple! 


nding physician. 


s the burial-transit permit. 


page 3 shauld be detached far # 
the registrar priar ta burial, crematian, ar remaval, and in any event wi 


may be retained by the haspi 
TO FUNERAL DIRECTOR: After t! 


VS ATS (4) 
SM 10/87 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 03885 
St CERTIFICATE OF DEATH % 


DR/ VAN ORMER 


Reg. Dist. No. 


ir rae DEATH 2 aches RESIDENCE (Where deceased lived. If institution: Residence before admission} 
o. °. b. COUNTY 
ALLEGAN MARYLAND MARYLAND ALLEGANY 
b. ETUOR row (If outside corrals limits, write | ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neares! town) 
ond give nearest town 
A CUMBERLAND 
d. peer ake {IF not in hospitol, give street oddress) J. STREET ADDRESS e.1S pees 
OR INSTI IN. ON 
MEMORIAL HOSPITAL=MEMORIAL AVE. 112 Ne ALLEGANY sO OO 
3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED OF 
{Type or print) F, A M1 CK DEATH 20 1 
S. SEX . COLOR OR RACE [7. MARRIED [] NEVER MARRIED [~] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS 


6. 
FEMALE WHITE |wiooweo%)  vworceoty | SANs 16 ON 


\2. CITIZEN OF WHAT COUNTRY? 


Oo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 
WEST VIRGINIA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


WILLIMM MORELAND MARTHA MATTHEWS 


4S. WAS DECEASED EVER IN U. S. ARMED te SOCIAL SECURITY NO. {17. INFORMANT Address 


(Yer, #9, oF unknown) (U8 yen, give wor oF dates of rerece) MEMORIAL HOSPITAL=MEMORIAL AVENUE 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b}, ond (c)-] ; 
PART |, DEATH WAS CAUSED BY: \ 7 tren hers 
6 IMMEDIATE CAUSE (o! 


6S 


DUE TO Db, f 
Conditions, if ony, which fe pebrg of 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO MP 
lying couse lost. a 


i Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}|19. WAS AUTOPSY _ 
es, aA PERFORMED? 
SLz ) ¥ wa bs Yes] no Qh 
= ]200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Eier nolure of injury in Port For Port It of item 16.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& [UF EITHER, NOTIFY MEDICAL EXAMINER} 
2 
& [2c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (Stote) 
a Hour o.m. While Nat white foctory. street, office bldg., etc.) i 
z p.m. 19 lot work [J of work [J ' 
e “y og 
2). | certify that} attended the deceased Re ee Wee toate a EP) 19.5.0. that | last saw the deceased 
ative an__ oF @ we i. a e 19_S.. Z., and that death accurred at! 1320P, fram the causes and an the date stated above. 


ADDRESS (Street. city or town, stote} DATE vas 


ad he SH: a uses 


Rraeans DR. We VAN ORMER 


To. Se ear ae 22b. DATE THEREOF, A ‘2c. NAME OF CEMETERY OR CREMATORY 

aun [ 

id LL. -B/ SS | GiNEVH, EM. 

22 ERA IRECTO! YS SIG! h / ADDRES: os 
Boho OF, LL 


ity, town, 


1 county) 


URE 
oe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : #7456 
746 MeDICAL EXAMINER’S CERTIFICATE OF DEATH + : 


gove rite fo immediote coure 
(a), stating the underlying( PUE TO 
cause last, (c. 


FOR STATE Reg. Dist. No® 
HEALTH DEPT. }, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before ‘odmissian 
4. . COUNT 
Peres ° CON Allegany mamano || °S'E Mary land v.cowny Allegany 
a 2 Ni b. CITY OR TOWN it eunide corporate Knit, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [if autside corporote limits, write RURAL and give nearest town) 
t ond give nvares town) : 
53 3% 60yrs 22Cumberland, Md. ae, & 
bo & . 2 * d, NAME OF HOSPITAL OR INSTITUTION (If not in oneal give streel oddres) d. STREET ADDRESS e. 1S RESIDEN' 
gs oe qa? OW A FARM? 
RP iS An hae morial Hospital 902 IaFayette Ave. “ [ves No DR 
85599 Fiest Middle Lost 4. pare Menth Day Yeor 
e225 
rants cam July 29, 1958 
x 4 5. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED [_}| 8. DATE OF BIRTH o. AGE In yon IFUNDER TYEAR| IF UND! 
= einer) Days | Hou 
at} WIDOWED 
eae rot) owvorceoO} | August 7, 189% 68". sd 
8 ev = 100. USUAL OCCUPATION (Give kind of wark done! 10b. KIND OF BUSINESS OR ser fr BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
~oeR during mast of working ‘evan if retired) 
See f¢ Ownhome Gaithersburg, Md. USA 
ent = 13. FATHER’: s NAME 14, MOTHER'S MAIDEN NAME 
$2 oF i 
eee John Durbin Mary J. Norris ’ pe) 
(4 5 2 & 15. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
ores Des, no, af wnknown} (IF yen, give wor or dates of service) 
ee | one Leoda M, Bewringer 902 LaFayette ‘ve. 
: 2 £ e 18. CAUSE OF = — * ” cavve per line for (0), (b), ond (c}-] InigavaL Tc 
ac PART |, DEAT! AUSED BY; 
ediheo s | IMMEDIATE CAUSE (0) Coronary occlusion 30 Min; _ 
ez , : 
£25 oh al OuE TO 
8% Conditions, if ony, which (b} Coronary Sclerosis = s 
25 
<3 
pe 3 
ip 
3 
8 
3 


Do 

C- 

= ) 

2 oO 

ag 

Bae 200. EXTERNAL CAUSE WAS. 
ve PRIMARY [J ar CONTRIBUTING 1) 
o= CAUSE OF DEATH. 


* 


TO FUNERAL DIRECTOR: Poge 3 snould be used as 2 


Bod. INJURY OCCURRED. [20s. PLACE OF INJURY (Home, form 1204. (City or town) (County) (stots) 
nalts’ aTRGRE factory, street, affice bidg., etc.) t 
at work [7] at work 


p.m. w 
21. I certify that | taok charge af the remains described above, held an Autapsy (_], Inspection ¥). Inquiry pif 


apinian deoth resulted from: Noturgl couses (). Accident [7], Suicide [], Hamicide (J, Undetermined manner [1] 


DATE SIGNED 
SONATURE_ ptt) mp, CHIEF MEDICAL EXAMINER () 


ASSISTANT MEDICAL EXAMINER oO 
isan’ Beno dict Skit are lis, M.D. DEPUTY MEDICAL EXAMINER [X. July 29,1958 


220. BURIAL REMATION (27. DATE THEREOF | bes NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) — 
pecity) % 
Burial 8-T-58 ose Hill Cem. Cumberland, Md. fe 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
James Be Scarpelli Cumberland, Md. _ oagJUL 31°58 ‘onreews 


and in my 


or its designoted agent, prior te buriol, cremotio 


execute the certificate, writi 
4 should be forworded to the 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 


YS. AISME t 
5M 2/57 


hours after deoth. Page 4 


Hed tn by the funeral director, 
es } and 2 shauld be filed with 


» 


thot the death certificate be executed within 24 
Then please remave carbon papers. 


‘icate has been signed by the ottending physicion and camplet 


s : 
= s 
= a 
ec = 
ee & 
3235 
23 Ay 
° 3 
Eve =e 
5 
sf 2d 
vo © 
2 
Sze 
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the registrar priar ta buriol, cremation, or remavol, and in any event wi! 


: After thi 
poge 3 should be detoched far u: 


may be retained by the haspital 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: 


VS AIS (4) 
15M 10/57 


(w . PLACE OF DEATH 
a. COUNTY 
\ SUN “Sciaeany 


cy 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 nae 
"462 CERTIFICATE OF DEATH * : 


Reg. Dist. No. : 


2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare odmissian} 
a. STATE b. COUNTY . 


MARYLAND ALLEGANY 


| ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest tawn) 


CUMBERTAND 


MARYLAND 
c. LENGTH OF STAY IN Ib 


b. CITY OR TOWN (If autside corporate limits, write 
RURAL and give nearest fawn) 


IBERLAND 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: . 1S RESIDENCE 
‘ee OR INSTITUTION / ON A FARM? 
ACRED A (COND_S'TREI es 2] Nom 
3. NAME OF First Middl jt 4. DATE Ye 
nae ins iddle Los DA Manth Doy cor 
Spies een JOSERHINE LFOURE DETH ey SULT 19 58 
5. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE (In 
MARRIED [_] NEVER MARRIED [-] ee! eae 
FERAL HITE |wioowe fx  oworctoO | MARCH old, 1874 | 84 a. 


12. CITIZEN OF WHAT COUNTRY? 


100, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 
during mast of warking life, even if retired) 


HOUSEWIFE Own Home ITALY eSeAe 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Antonio, Sinibaldi _.. Maria Cipriani 
plese os 7 (DECRAS BP (DECEASED ) 

1s. WAS DECEASEDEVER IN-. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
‘tes, fo’ vaknown] | (TF yes. give wor of dates of service] None 

1B. CAUSE OF DEATH [Enter ‘anly ane cause per line for (a), (b), and {c).] INTERVAL BETWEEN 

PART I, DEATH WAS CAUSED BY: Zhe fib 4 4 te pe A 
IMMEDIATE CAUSE (o), = 


couse (a), stating the under. ( DUE TO 


= 
; DUE TO 
Conditions, if ony, which ee. CrceLrel amination, Shox, 
gave rise 10 immediote 
ed 


lying cause last. te) aw ed 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THY TERMINAL DISEASE CONDITION GIVEN IN PART I(a}]1 eS ey SY 
‘ORMED? 
yYes{] No] 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture af injury in Port Har Port I of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 
Hour a.m. While Nat while foctory, street, office bldg., etc.) ! 
pom. 19 ot work 1] of work [J 1g 


21. U certi attended the deceased from GJegrex | 320s rama aeons Dnt 19-3 Yhat | last saw the deceased 


— 4 
olive an__ ws, ‘ond that death accurred at _L3 , from the causes and an the date stated abave. 
ADDRESS (Street, city ar town, state) DATE SIGNED 
% 


Vaw= 
'] |e ctay eR. pumpeer, wane “2-3 ¢ vinasa ae CUMBERLAND, . MARYLAND 


MEDICAL CERTIFICATION, 


ACTUAL 
SIGNATURE 


se 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, tawn, ar county) {Stote) 
pub 8 3 LU rs Cemete mbe: 0 Md 
}23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2ha. REC'D BY REGISTRAR | 24. REGISTRARS SIGNATORE/, 


Charles L. George, Cumberland, | ome AIDE ee Coe Lid 26 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 + 
790% CERTIFICATE OF DEATH ice om, oh 8488 


cotse (0), stoting the under. 
lying couse lost. (o). 


Pagr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{q} 19. vee pares 


e 5 No &] 


~ “ 
a ws al 1 SAP 2. bcd Lats ag (Where deceased lived. If institution: Residence before admission) 
<} o. e 
Ce ae: Allegany MARYLAND Maryland b. county Allegany 
= o b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3 Lad 

ML: RAL ond oe On ing Lonaconing 
o §2 K 
= 2 A d. NAME OF HOSPITAL {If not in hospital, give street address) d, STREET ADDRESS ©. IS RESIDENCE 
s. a OR INSTITUTION / ON _A FARM? 
pees Robin Street / Robin Street yes] noM 
Zs 3. NAME OF First Middle Last 4. DATE Month Day Yeor 
= RY - . 
a {Type or print) Leroy Bell DEATH Jul: 19 1 58 
c Weaee 
2S ro 5. SEX oe OR RACE |7. MARRIED fe] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE site | RIF UNDER 24 HRS. 
3 2: Days Min, 
mes Male White |wown _oworceo) | Sept 18,1898 oy ee alent 
2 € 10a. USUAL OCCUPATION (Give kind & work done/ 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 
2 8 I during most of working life, even if retired) 
3 3s Tavern Operator Own Business Westernport,Maryland) U.S.A. 
4 a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a2 ces 
e 58 
8 se James H, Bell Mary Louise Fazenbaker 
& po 15. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

z 
$ ag {Yes, pa, oF unknown) (It yes, give wor oF dates of rervice) 
SS no 16-05-5308 Mree mes Bell Lonaconing, Md. 
5 3S CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).] au W INTERVAL BETWEEN 
9 cs 1B. jer only per |, {b), om e 
ao 2a PARTI. DEATH WAS CAUSED BY: ye \ OnREL ON 
os 7 § IMMEDIATE CAUSE (o] 
5 fF DUE TO | 

= 
=o Conditions, if ony, which o 
a3 z gave rise to immediate DUE TO 
ae) 
Tes 
fc 
333 
ee 


Me ovniion 
le 


page 3 should be detached far use as the burial-transit permit. 


200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
‘OR CONTRIBUTING (1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
eT 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour a. m. While __ Not while factory, street, office bldg., etc.) } 
p.m. 19 fot work] ot work [] ‘ae 


21. | certify, that ( attended the deceased from Via Gla 3) wera 1S. 192_&.,that ( last saw the deceased 


alive an_. 12.2_¢___, and that death occurred at. 1<_.M/ fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


oy 


SN, 


x R ) 
a ae }E OR, NUKES AR Slemacer ' 


the registrar prior ta burial, cremation, ar remava!, ond in any event within 72 haurs after/death. 


‘Zc. NAME OF CEMETERY OR CREMATORY 22d. Fd, LOCATION (City. town, or county) (Stote) 
Philos Cemeter Westernport Md. 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qha, REC'D BY REGISTRAR | 24b. ‘ ISTRAP'S SIGN 

Yaw )\? George Eichhorn Lonaconing 1d, cate JUL 2 4 '58 Cre: etey 


TO HOSPITAL OR ATTENDING PHYSICI. 
may be retained by the hospital! ar atty 
TO FUNERAL DIRECTOR: After this cer! 


mathe 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
%53 CERTIFICATE OF DEATH meal 2459 


= 


kT cx 
& 3 3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
- we b. COUNTY 
- 32 y NLEGANY MARYLAND ALLEGANY 
= 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote fimits, write RURAL ond give nearest town) 
3 OS a AURA ond BER neorest town) , 
$ 3 RLAND DAYS ) CUMBERLAND 
Pie Sere d. NAME OF HOSPITAL {If not in hospijol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
3% £5 . OR INSTITUTION WARWICK AND ON _A FARM? 
~ 

ee MEMORIAL HOSPITAL = MEMORIAL AVI VALLEY ROAD _ ves 2) No 
2 £5 3. NAME OF Fiest Middle lost 4. DATE Month Doy Yeor 
= o- DECEASED OF 
* 2) (ype ori ELMER Ne BENNETT | ™ gy ~9 58 
23 a: S. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [8 DATE oF BIRTH s pega ; IF UNDER 1 VEARI IF UNDER 24 Res. 
= 4 sae? ire Min. 
Lm MALE WHITE |wioowen) —_oworceo) | OCTOBER 28, 1884 | 730m. 
= e&4 Wa, USUAL OCCUPATION (Give kind of work dene] 10b. KIND OF Ot R IDQUSTRY 111. BIRTHPLACE aio or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g¢ 883 (Pavsipg most of wosiyng lifp, even it retired) 
$ Bss fLtinte! ry i U. Se A. 
Be Spake FATHER'S NAME (J V4. ToT ae etl Pl ‘S MAIDEN NAME 
o 58S 
ean WARD BENNETT RACHEL ANN HULBERT 
= 2 a8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
= § 2 en Se eo (OF yentie wat ot dines of farticdy 
3 Ble o | = MEMORIAL HOSPITAL CUMBERLAND, MD. 
2 =: 
3 es 3 18. CAUSE OF DEATH [Enter only one couse per line for (0, (b). ond (ch.] ENTERVAL BETWEEN 
3s 20% ip ‘ y 4 
> hee PARTI. DEATHS WAS CAUSED BY Corte Cpretenme So arbors 3S larg? 
= -ee of DUETO. : 

Ss é A A, / 2 = _— 
= S2> Conditions, if ony, which wy Aadenazcert Castles Vantin Ase. sf Orme 
$s BES gove rise to immediote 
i ee couse (0), stoting the under- DUE TO 
Sg Foe lying couse lost. () 
SScc ae peel Be _ 
3595 ° ‘a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
2s2Fo J |= 
ehsse < yes] no [} 
Fotss§ # |200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Il of tiem 18.) 
2s": & | OR CONTRIBUTING LJ CAUSE OF DEATH 

e825 & (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a ei . 
Des § & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 120, (City or town) (Count: (Stote} 
ra Ad v ( Y) 
~ Mal ray Hour a.m. While Not while foctory, street, office bldg., etc.) t 
ra Pag E z pom. w lot work (] ot work [J H 
= 58 7 7 7 

Qest* 21. 1 certify that | ee. the deceased from,____< 7 she » WSK, toate _. 195&.,that | last saw the deceased 
2soys ro 
once alive an____ ce 47, 138, and thofdeath tates at! »_M, from the causes and an the date stated abave. 
SLe82 
3 ADDRESS (Street, city or town, stote! DATE SIGNED 
E>OS 0 vw, ZB 
ata a J " 
gees ie: ort AN, Canrbarlrrd 2 3p p 
Ofara / ‘ 
22 BS PHYSICIAN'S“ 
eosscs ee DR. JAMES STEGMAIER 
SSE° APRIAL, CREMAT i ™ DATE THEREOF, Zc, NAME DELEMETERY OR,CRFMATORY A 7) 28- TOCATION { ty, town, 
o,5¢° Pa iovat &p Ss le a ey); 
=x gece 7/3 A 
ee hae 
rr F 


y |? aoe Bre Onsale ADDRESS () | mo. RECO By REGISTRAR [24b /RECISTRAR'S 51 
VS AIS (4) s bE ‘ J ! /, Wy 58 
1SM 10/87 N - « jose JUL 25 2 


od 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ag 460 
7505 CERTIFICATE OF DEATH 


= 3 > Reg. Dist. No. 
3 4 3. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odminion) 
& $y °. °. b. COUNTY 
“32 eg MaaTLan Maryland Allegany 
£3 b. CITY OR TOWN (If outside corpor ©. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 
3 33 URAL ond give nearest lown) a: : } 
2 oe i etime X% Eckhart 
fs 2 2 d. NAME OF HOSPITAL (If not in hospital, give street address} STREET ADDRESS e. IS RESIDENCE 
o. jae iO) OR INSTITUTION ON A FARM? 
s oe ves [] No @] 
3 ce 
2 z= 5 3. NAME OF First Middle tost 4. DATE Month Day Year 
x - : 
& 33 {Type oF pri e Si Byrnes | ™™ Jul 20th, 19 58 
a: 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED A] | 8. DATE OF BIRTH 9. ae. TF UNDER 24 HRS 
jonths ys | Hours] Min 
é Female [White |woowen oreo | Nov. 23rd,1889 | "69m 
oe 100. USUAL OCCUPATION (Give kind of wark done Tahoe JUSINESS. oer 11, BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
ee) eee mophefwaatkin life, We if retived) Cait DEG: 
a3 Ret.- 1é¢e Wor upp Oo. Maryland USA 
2s 13. FATHER'S NAME ie MOTHER'S MAIDEN NAME 
° 
8 


John J. Byrnes Elizabeth E. Sullivan 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. }17. INFORMANT Address 


[Yer 0, oF unknown} | {it yes, give wor oF dates of service) 


= 14-05-8617] John Byrnes, Eckhart, Md, 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] 5 INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 4 print 
¥ IMMEDIATE CAUSE (0). 


ONSET AND DEATI 
Ae — CP Alpe’. 
Conditions, if ony, which 


Za 


Then pleose re 


in, ar remavol, and in ony event within 7: 


gove rise to immediate 
couse (0), stating the under- 
lying couse lost. eo 


Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN I 


RT (0) |19 WAS AUTOPSY 
PERFORMED? 


yes] No (Zh, 


200. ACCIDENT WAS_UNDERLYING (3, 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING O) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY. (Home, form, 1 20F. {City oF town} {County} {Stote) 
Hour 0, m. While Not while factory, street, office bldg., etc.) ! 
p.m, 19 fot work [] of work [] ' 


21. | eertify that | Sitondyd the deceived fromh 2.4 144, 19.5%, ta. ope 19.5 po that | last saw the deceased 


icate has been signed by the attending physician ond comple’ 


he burial-iransit permit. 


nding physicion. 


MEDICAL CERTIFICATION. 


alive an__. 49 es ae Tee ogee and that death ¢écurred at_5 LOM, from the/causes and an the date stated abave 


: ADDRESS (Street, city or town, stole) 
SIGNATURE, bi An L (a4m mo. . 


ACTUAL a= Ss 


Nameined We Alfred VanOrmer 


Zo. ee cea Tb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
Baie” | 7-20-58 St. Michael' 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 
ane Joseph R. Durst, Frostburg, Md. 


22d. LOCATION (City, town, or county) (Stote) 


Md. 


‘2ab. REGISTRAR’S SIGNATURE 
~ ph 


} 


may be retained by the hospi 


TO FUNERAL DIRECTOR: After | 
poge 3 should be detached for 


the registrar prior ta burial, cre: 
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24c, REC'D BY REGISTRAR 
cate ‘SPL 2 2 58 


a) 


d with 


led in by the funeral directar, 


Pages 1 ond 2 should be fi 


» 


Then please remove carbon papers. 


ote hos been signed by the attending physicion and comple! 


TAN: The law requires thot the deoth certificate be executed within 24 hours ofter death: Page 4 


$ the burial-transit permit. 


ending physicion, 


¥ 


poge 3 should be detached for u: 


the registror prior to burial, cremotion, or remaval, ond in ony event within 72 hours ofter death. 


may be retoined by the hospital 


TO HOSPITAL OR ATTENDING PHY: 
TO FUNERAL DIRECTOR: After fl 


VS A15 (4) 
1SM 10/57 


ae", 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7464 — CERTIFICATE OF DEATH 


74Gh 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before odmission) 
6. COUNTY Allegany = 9. STATE Marylend b. COUNTY Allegany 


b. CITY OR TOWN (JF autside corporote limils, wrile | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote fimits, write RURAL and give neares! town) 


RURAL and give nearest toyn’ 
Cimberland 9/3/57 Cumberland 
d. OBI see ae {If nat in hospital, give street address) | d. STREET ADDRESS e. RS 3 
xe ‘ 
Allegany County Infirmary 216 arch Street ves] NOM 
a po aes fue First Middle lost 4. al Month Doy Year 
(Type oF pri Dora Louise Carroll | tan July 1, 1958 
5. SEX 6. COLOR OR RACE | 7. MARRIED EA] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Igs! birthday) 
Female c WALCO | coweop — ovorceo] vp ; i =») | Mens] Devs Nga Min, 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


Housewife 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


William Bantz Roberta Crabtree 


Maryland Ue. Se Aco 


15, WAS DECEASED EVER IN U. S. ARMED FORCES? J1é, SOCIAL SECURITY NO. ]17. INFORMANT Pos BOw 599. Aden CUMbOrLand, Md» 
yeteaeek iegett eV Pancha ser eicioen cw sith 
os | /6-4-7¢/7\ aliegany County Infirmary Records 


18. CAUSE OF DEATH [Enter anly one cause per line far (a). (b). and (c}. INTERVAL BETWEEN: 
ET AND DEAT 


PART |. DEATH WAS CAUSED BY: oN 
IMMEDIATE CAUSE (a). 


DUE TO 

Conditions, if any, which 0 
ba es ? 

gave cise ta immediowe( 


cause (a), stoting the under: 
lying couse fost. my 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {(Stote) 
Hour o. m. While Nat while. foctary, street, affice bldg., etc.) ' 
p.m. w jat wark [J] ot work [1] 


H 
21.1 a a | attended the deceased fram,__9. ‘3, 1 Wee to__7 {58 LL Saree that | last sow the deceased 
alive on___{/4 8 , ond that, deoth occurred af $1 »P_M, from the causes ond on the dote stated obave. 


19, WASAUTOPSY 
PERF 


RMED?y 
yes] no ra 


MEDICAL CERTIFICATION 


” ADDRESS (Street, city ar tawn, state) DATE SIGNED 
Newatine_- eh LE Litho... 49 Gooen. Ste 1/2/58. 
gracians “ Dr. James E. McLean Cumberland, Md. 


YY OR CREMATORY 


Za. EGRIAL, CREMATION, | 22b. DATE THEREOF : CATION (City, tawn, ar county) (State) 
OVAL (Specifys S/S x 
tort ak =) [AnD , $. “ 
73. FUNERAL DIRECTOR'S pA ADDRESS Pda, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
A Anxt> $‘ALEL ~ Y A Nikekoth WW DATE e 
SE = af amc 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 71462 
: 7465 CERTIFICATE OF DEATH g 


1, PLACE OF DEATH 
a, COUNTY 


Reg. Dist. No. 
2 aa mtg ts (Where deceoted lived. If institution: Residence belore admission) 


MARYLAND ® COUNTY ALLEGANY 


ALLEGANY ll a 


3 
Os b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote timits, write RURAL ond give nearest town) 
oa BURA MBE A's town) 
33 RLAND DAYS. J CUMBERLAND 
22 d. Sutin 9 ME MOR TAL HOSPITAL. d. STREET ADDRESS e. is adhe aS 
5g * NA FARM 
35 M Al 2 WARWICK AVES. 133 NORTH CENTRE ST., MER 
o 6 3 NAME: oF First Middle tost 4. Dare Month Doy Yeor 
3 {Type or prin) MAUDE Le CASSIDY Beam JULY 1019 58. 
eo 5. SEX 6. COLOR OR RACE ]7. MARRIED L] NEVER MARRIED LX IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Hours Min, 


8. DATE OF BIRTH mi Magee 
FEBRUARY 14, /Y, Eda 


FEMALE WHITE wioowen [] pivorceo [] 


10a, USUAL ee eurAY ON {Give kind of is 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
KoLif jreto WD sey + Qyecng, DEER PARK, MARYLAND Us Se As 
*¥ FATHER'S AME 4. MOTHER'S MAIDEN NAME 
JAMES CASSADY CATHERINE HOYE 


Ve vine DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


HO |. A ¥-O5 C576) MEMORIAL HOSPITAL = CUMBERLAND, MD. 
Ed 
18. ee OF DEATH [Enter only one couse per lige for (0), (b). ond (c).] * = . SSRN ean 
rar owns ase, Chereue, We dirk Udnca, day 


DUE TO 


Then please remave carbon popers. 


Conditions. it ony, which FS 
gove rise 10 immediote 

couse {0}. stoting the under. ( OVE TO 
tying couse lost. ©. 


ast Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TER: 


ined by the attending physician and camplete 


permit. 


JAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
PERFORMED? 
ves [1] No 


‘ol injGry fin Port | or Port Il of item 18.) 


te has been 


he burial-transi 
the registrar priar ta burial, crematian, ar removal, and in ony event within 72 hours after death, 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nat 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


pg 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, form, (20. (City oF town} (County) (tote) 
Hour 0. m. While Not while loctory, street, office bldg., etc.) 
p.m. 19 _ Jot work [1] ot work -f] A H 


t 
21. 1 certi SE ta. \ ud 10, 19:4. ,that | last saw the deceased 
alive an. 2, SSA rd ait iver Geath accurred at 8) 


nding physician. 


MEDICAL CERTIFICATION, 


ye aM, fibm the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


de J _M, LISS 


ACTUAL 
SIGNATURI 


catia PPR: AMVC AN oa Sil ee ns te oh ee 1 ee ee 


RIAL, CREMATION, | 22b. DATE THER ay F CEMETERY, OR CREMATO fe Y 22d. JOCATION ( 
FaEMOVAL (59 écify) 
Sel Z. “tt 


ity, town or count {Stote} 
C) 9), 


may be retained by the haspital ar’, 


TO FUNERAL DIRECTOR: After this 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours after death: Page 4 
page 3 shauld be detached far use 


29. FUNERAY DIRECTOR'S SIG) 0 da. REC'D BY nee BY REGIS/RAR'S SIGN YORE 
VS A15 (4) a 16°5 Q Md 
15M 10/57 ZZ) o He pared UL i 


VAIp ORMER J, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7466 CERTIFICATE OF DEATH 


. 0740, 


Reg. Dist. No. 


hse 
F "3 1 FAS OE ear 2 eed Ppestceece (Where deceased lived. If institution: Residence before admission) 
72 Ls b. COUNTY, 
= MARYLAND 
. By : ANY ° MARYLAND — ALLEGANY _ 
3 x NR b. a ee, TOWN (If outside corporote timils, write LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If oulside corporote limils, write RURAL ond give nearest lown} : . 
o . jive neorest town) 
he Se CUMBERLAND Hl DAYS LONACONING, 
2 = & . NAME OF HOSPITAL [if not in hospitol, give street oddress) ,d. STREET ADDRESS e. 1S RESIDENCE 
5 “gta * oR INSTITUTION bf ON A FARM? 
ee MEMORIAL HOSPITAL MEMORIAL AVE. BEECHWOOD ST. ves no ® 
2 26 3. NAME OF First Middle tout 4 DATE Month Day Yeor 
am . 
re seeps) MR. NOTLEY B. COOK Licey) JULY it 19 58 
c. 2 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER } YEAR| IF UNDER 24 HRS. 
MALE WHITE 


th, 


lost bthdoy) TMonths] De m 7 
wivowed [] pivorceo [J i /9. / 9) ieee ys | Hours] Min 
10s, USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR INDUSTRY |1T, BIRTHPLACE (Stote or Tocgign country) 12. CITIZEN OF WHAT COUNTRY? 


durin "x 5 ae life, even if retired) 
*"Kootz Coal CO. MARYLAND U.S.A. 
14, MOTHER'S MAIDEN NAME 


13. FATHER'S, Koo 


ROBERT COOK WARE MARY NICOL 
15, WAS DECEASED EVER IN U. S, ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT Address 


‘{¥es, no. oF unknown) | [IF yes, give war or doles of service) 


215-09-4924 CUMBERLAND, MD¥’ MEMORIAL HOSPITAL 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


PART I. DEATH WAS CAUSED BY: “7 Ot prrtmyh rdrae FA ae 
IMMEDIATE CAUSE (o} 
; bere Atersthwt, Neo x Pracuse 


Conditions, if ony, which 
gove rise 10 immediote 
couse (0), stoting the under- 
lying couse lost. 

Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATEDAO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. MES AUIS Y 


INTERVAL BETWEEN 


ae AND eu) 


Then please remave carban papers. 


FORMED? 


ves} No (Q~ 


ing physician. 
icate has been signed by the attending physicion and camplet 


200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of, Port Il of item 18.) 
OR CONTRIBUTING (9 CAUSE OF DEATH = 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


the burial-transit permit. 
, cremation, ar remaval, and in any event within 72 haurs afte: 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ee ha {City oF town) (County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) 


& 


MEDICAL CERTIFICATION. 


NDING PHY“SCIAN: The law requires that the death certificate be executed wit 


si 3 19 Jot work (J ot work [J 
tage 
as at as of | attended the deceased fram 2-7 one __ WS, tod LZ sass - 19S B;that | lost saw the deceased 
23 
Zz 2 3 a olive an____ rae (ae er Ler, and that death accurred at. -13-LOAMM, fram the causes and an the date stated abave. 
F=Os5 ADDRESS (Street, city or town, stote) DATE SIGNED 
Eaeod 
d00 40 ACTUAL 2 ‘ . 
eve fs SIGNATUR MD, ] ‘2 5 Orb St. EF LEE s BEES Si 
zecks CartbrbhrL aa 
2Ps es PHYSICIAN'S 
Seeee ee) a ne a ee ee ee CSA Wee 
SEEOD “Fo. BURIAL, CREMATION, | 226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} {(Stote) 
2 ed as REMOVAL (Specify) 
ofo ee B 2 958 Oak emetery onaconing VD P 
ee 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY haa | maf 4 SISTRAR'S SIGNATURE 
Vs AIS ta GEORGE EICHHORN LONACONING, MD. vee JUL 1 4 88 | Ee ada 


15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7467 — CERTIFICATE OF DEATH 07464 


Reg. Dist. No. 


re 


fs a 
> H : ye ruouanre 2. are RESIDENCE {Where deceased lived. If institution: Residence before admission) 
5 a ©. oe. 
& £3 Allegany MARYLAND Maryland » COUNTY Allegany 
£ ° 3 b. CITY OR TOWN {If outside — limits, weite | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
3 68 RURAL oa aire te nearest Pe 
2 $2 Cumber 6/4/58 ~.__Luke 
2 £ = d. oe teer Wont {tf not in omer give stree! oddress)} | J. STREET ADDRESS e Beeps e3 
o b omen! oF Ul 
aS 71 Allegany County Infirmany 301 Fairview Street ves] No 
2 6 3. NAME OF First Middle lost 4. DaTE Month Doy Yeor 
Ee {Type oe pret) Catherine Peters Crawford bam = uly 26, 35 58 

é 5. SEX 6 COLOR OR RACE 17. MARRIED [] NEVER MARRIED [_] | 8. DATE OF BIRTH 9 AGE | Kin goes IF UNDER 1 YEAR|IF UNDER 24 HRS. 

‘os | Months! Day Hi 
{ Female White |woowe i  ovorceoo | 5/12/1872 iy4 oN) [Month] Days [ Hours | Min 
I 100. USUAL OCCUPATION, (Give kind of work done| 10b. KIND OF BUSINESS OR tNDUSTRY [11. BIRTHPLACE {Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
during most of working life. even if retired) 
Housewife esternport,Maryland | U. S. A. 
13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
Ferdinand Peters Katrina Wach 


15, WAS DECEASED EVER IN uv _S- ARMED FORCES? [16, SOCIAL SECURITY NO ( INFORMANT P.O, BOX 59 Q Address Cunberlend, Ha. 
Ap heneny County Infirmary Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b)y end me 
PART |. DEATH WAS CAUSED BY: AZ. é Aes OL de yy 
35, IMMEDIATE CAUSE (o} te t A the Z tA ey 
2/ 


Xx DUE TO 
Conditions, if ony, which jel Luk tet Ext foet-oro @, 


INTERVAL BETWEEN 
ONSET AN® DEATH 


Then please remove corbon popers. 


CIAN: The low requires thot the death certificate be executed with 
cate has been signed by the ottending physicion and completel: 


8 
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s 
‘o 
ie 
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° 
2 
nx 
x 
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= 
4 
Fd 
Fy 
ae 
Eo Qove rise to immediate 
E z = < 
gs couse {a}. stoting the under. ( DUE TO C > 2 
F 4 wade, ADIAE Pf OC 
g=2k lying couse last. ia ABIL tll 
eae erengecouss laut” 
Beef = Pawv Il, OTHER SIGNIFICANT CONDITI ea pe AUT NOT RELATED TOA p>. DISEASE CONDITION GIVEN IN PART 1(6)[1P. WAS AUTOPSY 
S020 k= J \—- 
A506 3 VAC A CAA Ca vs] No 
esas = [200. ACCIDENT WAS UNDERLYING C DESCRIBE HOW INJURY OCCURRED. (Enter nayore of injury ig/Part 1 a Port Il of item 18.) 
euaeese & | OR CONTRIBUTING C1 CAUSE OF DEATH 
cee £5 G | (IF ETHER, NOTIFY MEDICAL EXAMINER) 
Pe & & [20c. TIME OF INJURY Month. Day. Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, en ee (City oF town) {County) (Stote) 
26.5856 ray Hour oo, m. While Not while factory, street, office bidg., 
zsE°§ z p.m. 19 lot work (J ot work 
b Seat Bes 
g ez 5 = 21. | certify that | attended the deceased fram,__6/ /58 sg i, =25 (26 ‘5819. 19____,that | last saw the deceased 
B2z28 
] AK 3 Ss alive an_____. ‘2. [si ae + Zow--:, ond that, death mean 79:2 204m, fram the causes and an the date stated abave. 
Ee Os 2 C “5,6 Z ADDRESS (Street, city or town, state) DATE StGNED 
<55°= AL ; Pp, ey 
gyese / SIGNATURE ho. ..4O Greene St. 7/26/38... 
£2 J 
Z8o2s5 rvscians Dr. James E. McLean Cumberland Md. 
seoqgee NAME (Type), Z 
ae aS 
& 3 3 ey a BURIAL. EREMATION: = pa i oe NAME OF CEMETERY OR CREMATORY 22d. LQCATION {City, town, or county) (Stote) 
fre | (GRE 1-58 (PWN Ai ee ae 
° 
E95 8F fe 
oe _ FUNERAL DIRE r S = ‘ADDRESS 2d, REC'D BY REGISTRAR RAR'S SAGNATURE 
HE Doss 
DATE 


VS A15 (4) 
15m 10/57 Sains SOKTEWNG Ftd wegrySt 


ond 
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‘4 hours after death. Page 4 
led in by the funeral director, 
Pages | and 2 should be filed with 
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N: The low requires that the death certificate be executed wif! 


ding physicion. 
¢ burial-transit permit. Then 


. ar removal, ond in any event wil 


= After this cs 
the registrar priar to burial, cremation, 


page 3 shauld be detached far use as 


TO FUNERAL DIRECTOR 
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VS AIS (4) 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18_ 


7468 _ CERTIFICATE OF DEATH 67455 


Reg. Dist. No. 
2 eos L RESIDENCE (Where deceased lived. If imtitution: Residence before odmission) 


‘MARYLAND » COUNT LEGANY 


¢. CITY OR TOWN (If outside corporole limils, wrile RURAL ond give nearest town) 


LONACONI NG 


1 rast baa — 
MARYLAND 


c, LENGTH OF STAY IN Ib 


A AN 
b. CITY OR TOWN (If outside corporote limits, write 
RURAL ond give neores! lown) 


CUMBERLAND 


d. NAME OF HOSPITAL (If not in hos d. STREET ADDRESS, BS RESIDENCE 
aor ARTE ND STREE i Pe Se 
| AL- MEMOR RAILROAD R ves) no] 
3. NAME rT 4. DAI 
pyr ee : First Middle fost bold Month Day Yeor 
{Type oF pri MARY ANN DAILEY DeatH JULY 21 19 
5. SEX 6. COLOR OR RACE |7. MARRIED [X NEVER MARRIED [] | 8. DATE OF BIRTH 9 AStinyeen if UNDER YEAR] iF UNDER 24 HRS. 
st joy) Months Hours Min. 
FEMALE [WHITE —_|wiooweo) ~——oworetot) | JUNE 2 [rm] Per | 
100, USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY® 
during most of working life, even if retired) 
Housewor ENGLAND U, Se Aa 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


MICHAEL MC GINTY MARY CALDERWOOD 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


7 ne mmm 


INTERVAL BETWEEN 
ONSET AND DEATH 


(fas, 10, oF unknown) | Ut yes, give wer or dates of service! 


No 216-05-58 


18, CAUSE OF DEATH [Enler only one couse Per line For (0), (6), ond eI 
PART 1. DEATH WAS CAUSED BY: /) 7, 
IMMEDIATE CAUSE ee = 
I DUE TO 


et wte Ze aT 


Conditions. if ony, which (b. 
gove rise to immediote 
couse {0}, stoting the under- ( DUE TO 


lying couse lost. {c) 
3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY - 
a 
3 ¢ ; yes [J not} 
= | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port IW of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
G [MIF EITHER, NOTIFY MEDICAL EXAMINER) ~ 
5 ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form 13 1704, (City or town) (County) (Stote) 
ray Hour o. m. = While Not while: foctory, street, office bidg., etc.) p 
2 Pe. m. 19 [ol work [ot work | — ' } 
21. 4 certify that | oftended the deceased from. ALO _(5 22, 19_..., to... Lf 2/154, 19.....,that | last saw the deceased 
alive on. +} SZ_,12 <eep~ ond that dgath occurred at, 224OP! M, frém the causes and on the date stated/abave 
4 Fe f 7 ife / ADORESS: (Street, city of town, stote) 
ACTUAL PEE (x 
SIGNATURE____ 47-4 MO. were Sa heen 
NARTAN'S DRS RICHARD J. WILLIAMS ( ) i La i is og 
Se ee ee ee ah fac a 5 ; 
BS Re a heh wee ee LLY 
‘70. BURIAL, CREMATION, | 22b. DATE THEREOF ‘ac, NAME OF CEMETERY OR CREMATORY 724. LOCATION (City, town, or county) (tote) 
REMOVAL (Speci - = 
B Marys Cemeter Lonaconing f 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS uo. AR REPLY Tog ys RE 


GEORGE EICHHORN, LONACONING, MD. DATE 


Pages 1 and 2 should be filed with 


te be executed ~~‘ haurs after death: Page 4 


ico! 


Then pleose remove carbon popers. 


IN: The law requires that the death certifi 


ding physician. 
ficate hos been signed by the ottending physician ond completely filled in by the funero! director, 


GF 


|, cremation, or remaval, ond in any event within 72 hours ofter deoth. 


poge 3 should be detached for use os the burial-transit permit. 
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MA Ata STATE re DEP ARIMGS OF FEGLTH—BALTIMORE, 18 
7469“ CeRTIFICATE OF DEATH igh) 


2 Pen Fae seit (Where deceosed lived. If institution: Residence before admission) 


Maryland °°" allegany 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest lown) 


07466 


1. PLACE OF DEATH 
o. COU 


Allegany MARYLAND 


b. CITY OR TOWN [IF outside corporote fimils, write | ¢, LENGTH OF SFAY IN 1b 
9/10/5 


RURAL ond give neorest town) 


mbe D . Cumberland 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ; ON A FARM? 
Allegany County Infirmanh Front Street ves] No 


3. Nene ee First Middle fos! 
(Type oF prin] Edward Drenn ing 8 
$. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED. AQ B. DATE OF BIRTH 9 i eats IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White |wooweQ — ovorceoQ unknown Approx. aA ie ke 
10a Bie OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11: MGTHFLACE {Stote or foreign country} 42. CITIZEN OF WHAT COUNTRY? 
} ey ‘of working life, eyen if retired) 
Retired - Laborer Maryland Cumberland U. Se Ae 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Drenning gisse Trenter 
A OS ee NIE eat eS 16. SOCIAL SECURITY NO. I" INFORMANT P e Box 599 Address Cumberland, Me ” 
No None Allegany pink Infirma ry Records 


INTERVAL BETWEEN. 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b),and {c).] > 
oe ONSET aye DEATH 


PART |. DEATH WAS CAUSED 


BY: Z 3 f of , 
. IMMEDIATE CAUSE (0). ul t 
+f DUE TO 


Conditions, if ony, which C2 a) cdergl é A CLC b-oltlt VOOSG9 


gove 10 imme 


e 
° DUE TO Z. 

couse (0), stoting the under- 2, vs 

Wiaereeaie laste te) S eps L4-¢ us Ckah ne 


£4 Paar Il. OTHER SIGNIFICANT GONOITIONS-BOMTRIBUTIN a DEATH BUT NOT RELATED TO/THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0) 19. WAS AUTOPSY 
- 
5 SWE eee VL fen Ors se Je o> ves] No (8% 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port # or Port I! of item 18.) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
& [UF EITHER, NOTIFY MEDICAL EXAMINER} 
= ee eee 
& [2%0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, fan 1 20F, (City oF town) {County} (State) 
ray Hour 0. m. While Not while foctory, streel, office bldg., etc.) | 
3 19 Jot work [J of work [J H 
. 
21.1 aici re | attended the deceased from___7 {40 ie ea Bk ee oy eis = 30 % sthat | last saw the deceased 
olive on. 


ACTUAL 
SIGNATURE. 
NaMtines./_ Dre James E, McLean 


To. reova ea 2b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION [City, town, or county) (Stote) 
specify 
8— Aliegany County Cem.| Cumberland,Md. 


23. FON DIRECTOR: 'S SIGNATURE 


2ha, REC'D BY REGISTRAR | 24>. REGISTFAR'S SIGNATURE 
James F, ee 121i Cumberland,Md. erie a 


DATE '58 


ae ale 


1 pi MARYLAND STATE DEPARTMENT OF HEALTH—BALTIZAORE, 18 . 
aieeaee 7506 MEDICAL EXAMINER'S CERTIFICATE OF DEATH — 2468 


|, Dist. No. 
HEALTH DEPT. Sees 


1 PACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residance before odmision) 
@. ¥ 


INT" 
MARYLAND ° Z. rG b. COUNTY 2. é. Z 
OR TOWN itt eutride rote Hiri, Aiite RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY. OR TO! {HE outside corporote limits, write RURAL and so fae + 


Page 


99 ive secrest town} « 


| 4. STEEET ADDRESS e. 1S RESIDENCE 
we ON A FARM? 
lost 


4. DATE Month 


DECEASED. OF 
(Type or print) Ove DEATH 
5, SEX 7. oe age MARRIED [-J| 8. OATE OF BIRTH PGE i TYEAR] IF UNDER 24 HES. 
Houn | Min. 
V0 WIDOWED pivorceo (J MALLOC EF NGO xm. 


100, USUAL OCCUPATION (Give kind of work ~ 10b. KIND OF BUSINESS OR I - BRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


VP Zi of (Li, even A retired) 5 4, 7, fe U g oe a e. 


14. MOTHER'S MAIDEN NAME 


Ff ont fies PIA 


CEASED EVER IN U. S. ARMED ss ‘SOCIAL SECURITY NO. " INFORMA ‘Addren. 


- {i Fen, Gee wade er datenel dervice} 
4S~“f- FObT Megs Aiovk, 
18. CAUSE OF DEATH [Enter only one coure ‘ ape = 


per line for (0). (bh ond (e).J —— 
P ‘ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: Lt , 4 
3 IMMEDIATE CAUSE (0) L. 
aT b 
(mal « DUE TO 


Conditions, If ony. which (b) 
Gove rise to immediote couse 
(0), stoting the und 

couse lost. 


lelay is necessary, please 
funeral director. 


m 


iner’s Office along with form PM3. Page 5 may be retained for your files. 


< hours after death. 


heel 


f 


File pages 1 and 2 with the State Baord of Heol 


Item, 18. Give Pages 1, 2, ond 3 14 


pencil i 


ing’ 


& 


ertificote should be executed within 24 hours after death. If q 


d “pend 


‘or CONTRIBUTING (] 
DEATH. 


Medico! Exami 


cs 


C 


execute the certificate, writing th 


20e. PLACE OF INJURY (Home, form, 520, (City or town) (County) {Stote) 
Willen Naiunile foctory, street, office bldg, etc.) | 


IWSY jot work [} ot work [] : 


21. | certify Hor | took chorge of the remoins described obove, held on Autopsy ee Inspection . inquiry Bg, and in my 


opinion deoth resulted from: Naturol causes [], Accident (], Suicide J, Homicide [J], Undetermined monner [] 


ACTUAL a DATE SIGNED 
s6uthne Mtecleel wp, CHIEF MEDICAL EXAMINER [J 


ASSISTANT MEDICAL EXAMINER [_] 
EXAMINER'S 


= f x 
NAME {Type} B ene d cl me: CITA RELIC _PevT mepicat examiner 
Tie. ota : TERY OR Pooks a 2e A 
Specjly YA = Va Ww , | 


‘ADDRESS 240. REC'D BY REGISTRAR  REGISWMAR'S SIGNATURE 
Zeros mh loa 1°58 5 (hit rauek 


» 


= 
iN 
& 
> 
5 
& 
vu 
5 
: 
J 
i 
° 
€ 
2 
6 
€ 
5 
: 
& 
5 
2 
3 
. 
: 
& 
€ 
S 
a 
° 
uv 
= 
3 
2 
= 
ry 
uv 
= 
3 


4 should be forwarded ta the Ch 


e 
a 
3 
a 
= 
2 
2 
5 
Bs) 
° 
6 
a) 
3 
Fy 
® 
5 
2 
Fy 
Ey 
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” 
ry 
a 
o 
Ca 
S 
4 
a 
3 
a 
2 
= 
4 
o 
4 
2 
z 
oO 
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TO DEPUTY MEDICAL EXAMINER: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02469 
fy CERTIFICATE OF DEATH 


co) 


Reg. Dist. No, 


£{, #3 
z Vay LW Mo A ale 2. Get a uieegeattal is (Where deceased lived. ff institution: Residence before admission) 
N 2. o. x 
2 ALLEGANY MARYLAND MARYLAND P-COUNTY GARRETT 
b. CITY OR TOWN [If outside corporate limits, write (N 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town) Vv 
RURAL ond give neorest town) 


© NGA STAY 
20_HR 


4 hours offer death: Page 4 
fed in by the funeral director, 


2 
8 
BERLAND M FRIENOSVILLE 1x 
d. NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
vd OR INSTITUTION OWN A FARM? 
2 MEMORIAL HOSPITAL yes {J No 
ay 3. NAME OF First Middie lost 4. DATE Month Da; Yeor 
a DECEASED OF 
s ae” type or rin BABY GIRL FRANTZ | Bear JULY 12 1558 
= 8 I 5. SEX 6. COLOR OR RACE | 7. MARRIED} NEVER MARRIED 14] B. DATE OF BIRTH 9 rege Rasa IF UNDER 1 YEAR) IF UNDER 24 HRS. 
% ry fost bir! Y) Month; in. 
= 23 FEMALE WHITE wivowen [ pivorceo [J JULY II, 195 freed lina wi Cae au" 35° 
3 E a Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 88 during mos! of working life, even if retired) 
@ 28 U.S 
&, Gore MARYLAND Se 
3 a 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
689 
eee DALE WILLIAM FRANTZ PATRICIA L. FOGEER } RACER 
- rae & VS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. (NFORMANT Address 
: ra 4 {Yes fo. oF unknown) {8 yes. give wor or dates of service} 
f pf MEMORIAL HOSPITAL MEMORIAL AVENUE 
= £28 
3 es 1B. CAUSE OF DEATH [Enter only one cou jne for {0), {b). ond (c).] INTERVAL BETWEEN 
Sopa tN PART I. DEATH WAS CAUSED BY: = ee | 
4 Nd 5 IMMEDIATE CAUSI 
£ of A> 
eS 11/6 DUE TO 
2 
3 3 
3 & 
Fe 
arate 
33 
er o8 
See 
229 


Conditions, if ony, which (o) 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 
§ tying couse lost. te) 
a ra Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) | 19. Was AUTORSY 
ZS Q - i= wa Te 
= 5 yes] No] 
= = [ 200. ACCIDENT WAS UNDERLYING []__ | 20, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
5 | OR CONTRIBUTING LJ CAUSE OF DEATH 
<= & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
> & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, form, 1 20F. (City or town) {County) (Stote) 
a Hour o. m. White No! while factory, street, office bldg., etc.) . 
= r jot work [] ot work [) j H 
le ° 
21. | certify that | attended the deceased from__VULY_I1, 19.59, to JULY 12, ey f 19.22. that | last saw the deceased 


alive an ie 
sent Ley 
NAME Tyee__DR, F, Be WHITWORTH 


~and-that death occurred ot LL 15Pm, fram the causes and on the date stated abave. 


(c, ADDRESS (Street, city or ay ee DATE SIGNED 
= ae os 27 7 2k RGF 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 hours ofter death. 


page 3 shauld be detached for use as the burigl-transit permit. 


TO HOSPITAL OR ATTENDING PHYS: 
may be retained by the haspital ar 
TO FUNERAL DIRECTOR: After this ¢ 


To. BURIAL. CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or count: 
REMOVAL (Specify) he 4 ae 
Bap aw i OMmING SPIENDS WiLL 
'23.(FUNERAL DIRECTOR'S SIGNATURE (), ADDRESS, ; 5 da. REC'D BY REGISTRAR | 241 ‘ 
VS ANS (4) j £2 ” SL 58 
1SM 10/87 C0 BL eur] aw CAKLDVNAAE oare_JUL 17 


ZOGCOCIPIXVI 


ro 


in 24 hours after death. 


fe bd executed wi 


il 


INSTRUCTIONS 


HOSPITAL: The law requires that the death cehtifi 


The bottom copy may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar within 72 hours after death. After thi 


TO ATTENDING PHYSICIAN @ 


f this 


led in by the funeral director, 


death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10M 


Y 


certificate has been executed by the attending physician and compl 


re) 
N 


the 7 oS 
( =} 


MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 
07470 


) 7597 CERTIFICATE OF DEATH eka 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 
comm Alhegany MARYLAND sac Maryland coun Allegany 
CoN {If outside corporate rats. write RURAL Pel OF Sl ere, {it outside corporate limits, write RURAL and give nearest town) 
IR and gi oe iy r ce) 
tow * “Yt Savage TERS Tow Mt. Savage 
HOSPITAL OR ri STREET {lf rurel give location) 
INSTITUTION OR 4 ADORESS 
STREET ADDRESS 
NAME OF (First) (Middle Test) a. BATE (Wont) = ate Veet eee 
DECEASED 
{Type or Print) Margaret G. Goldsworthy DEATH Tuy 16,1 16,1958 
5. SEX 6. FACE. OR 7 pee on B. DATE OF BIRTH 9. AGE lest birthdey i IDER 1 YEAR IF UNDER 24 HRS. 
ech e STn IR Months | Deys | Hours | Min. 
Female | White seamidowed | Sept.23,1901 | 56 le aie et 
108. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS. 11. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT 


COUNTRY? 


USA 


‘OR INDUSTRY 


Housework Mt. Sava age, Maryland 


14, MOTHER'S MAIDEN NAME 


Ida Gear 


17. INFORMANT & ADDRESS: 


done during most of working life, even if 
retired) HOUSEWL 
13. FATHER’S NAME 


Theophilus Lewis 
1S. WAS DECEASED EVER IN U. S, ARMED FORCES? 
(Yes, NE unk.) | lif Yes, give wer or detes of service} 


16. SOCIAL SECURITY NO. 


None Miss Lola Lewis, Mt. Savage, Md. 
18. MEDICAL CERTIFICATION INTERVAL BET WEI 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


7 ‘ ; We } /y ~ 
IMMEDIATE CAUSE {A} 2 SN a, lt nS Ts om LIAL As Z g cl t= 
ANTECEDENT CAUSE(s) OVE TO i 


DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO 


(c} 
TE OTHER SIGNIFICANT CONDITIONS CONTRIBUTING ra T/ - 
TO THE DEATH BUT NOT RELATED TO THE fae, 0442, L 7A . | t 
DISEASE OR CONDITION CAUSING DEATH. c "i dahl tS Ale nce = 

19e. DATE QF one 196. MAJOR FINDINGS OF OPERATION , 

& a z i # db ss , NEE he , é 

= tf Lb Aba rh OAAMNSY “ 7 at 
2ie, ACCIDENT WAS UNDERLYING [] [ 21b. PLACE (Home, farm, fasto Fi “WHERE DID INJURY OCCUR? Giver town) {County} (Stete) 
OR CONTRIBUTING L]-CAUSE-OF DEATH | OF INJURY street, office -bidg., ete. 2. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ~ 
21d. TIME OF INJURY “(Monthy (Dey) (Year) (Hour) | 2s, INJURY OCCURRED 21. HOW DID INJURY OCCUR? 

le while 
= ed My, al ea Ape 

22. | hereby certify that | attended the deceased from c 19. E Uhh that I last saw the deceased 

ATIVE OM, serge ees d RR che secenee and that death occurred ai , from the causes and on the date stated above. 

SIGNATURE ADDRESS (Street, city, town, stete) Sark mrevee 

r ; My 
LOM phd ca -<ieree mo. Sf Lrvtdbtaeey, (20 Cn Lo VALLI 

23. BURIAL, CREMATION: DATE THEREOF NAME OF CEMETERY OR CREMATORY 7 TOCATION (City, town, wf county) ~~ ——“Siete) 

REMOVAL (SPECIFY) 

Burial July 19,1958 Methodist. Cer etery | Mt Sava e, Md, 
24. REC'D BY REGISTRAR are SIGNATURE ‘AL oe tas SIGNAUR ORES 


DATE b.21'58 £} 


tl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 47 1 
7471 CERTIFICATE OF DEATH 5 wot 


ee 
& 3 ey 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& £2 M Sci Allegany marviann || ° STE Maryland b.county Allegany 
e x) 2 b. CITY OR TOWN (If outside corporole limit, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
$ 6 = ‘ond give nearest lown) ~ 
= Se Cumberland 1/11/58 2. Cumberland 
on ee 9 d. SRSA TAY {If not in hospitol, give street oddress) | d. STREET ADDRESS e ag RESIDENCE 
eis } 
2 aS / Allegany Comty Infirmary / 70) Shades Lane ves CJ No 
2 i 5 3. NAME OF First Middle lost 4. DATE ‘Month Doy Yeor 
= Re ; ; 
Ss $ (Type or print) John J. Goodyear DEATH July 11, 19 58 
Dp 
ig * R R, té E TI Fo 9, AGE {I IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 Se 5. SEX 6. COLOR OR RACE | 7. marrten IX] Never MARRIED [] | 8. 3 EOF 7" 886 Aci lin scar cP 
>. ee Male White |woownQ DIVORCED [] 7} B2/ a 
as ~ 
4 € £ 10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 82 during most of working life, even if retired) 
{ 8] ) [Retired -'B. & O. RL R. worker Cumberland, Maryland| U. §. A. 
3 ° 3 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= 
mye a John J. Goodyear Hannah Huff 
ois 
€ £6 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT P 4 gBOX AdeCumberland, le 
= ‘a & {Yes, no. oF unknown) Uf yes, give wor or doles of service} 
§ of No 705-05-464§ Allegany County Infirmary Records 
€£ 33 : => 7 
o e® 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), cae , poses INTERVAL BETWEEN. 
tg CS A —_ = ONSET AND DFATH 
7 =a PART |. DEATH WAS CAUSED BY: Ve a ] f i, £7) fa fe 
athe Havas Sauter Yattttophriy iy peodeot. BOofL a 
ee Ms DUE TO ~ fy iM ) 
2) 2 lid “ uw 
= 2 Conditions, if ony, which A we Ley. ‘ 
: 3 gove rise to immediote ( ed a = , 
5 couse (0), stoting the under- Fm in: ’ : ‘é ‘ a 
ges lying couse lost, id LLAMA ! ? | S Puen. 
z 'g $ Past Il. OTHER SIGNIFH IT CONDITIONS COMTRIBUTII TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 
iB Sep) ) f.. a 7 7 * iy a PERFORMED?, 
263 ANAT LMoClhtrtoj- vis—] NOB} 
oO 
5 


200. ACCIDENT WAS UNDERLYING []_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port ll of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
f20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Stote) 
PRUE ose: While Net while foctory, street, office bldg., etc.) | 
p.m. 19 fot work [J of work [J i 


21. U certify that | attended the deceased from 4/1 (4 Sg |: ey ngiees fi. a he lke ithat | last saw the deceased 


a 


page 3 should be detoched for use as the buriol-transit permit. 
the registrar prior to burial, crematian, or remaval, and in ony event within 72 hours aftéf death, 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: Th. 


ote 
se 
AS 
£< alive on__7/31/58______., 12 = ond that death occurred at3200P mo, fram the causes and an the date stated abave. 
a ) jj ADDRESS (Street, city or town, stole), DATE SIGNED. 
£6 ACTUAL 
2e SIGNATURE 2 : -wo. .... 49 Greene 4 Th 158 
—-y , 
oa PHYSICIAN'S Dr. James E, McLean Cumberland, Mde 
os. Se rst a Ey 
3 2 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
a2 REMOVAL (Specify) 
ag a , 4/58 Greenmoun emete Cumberland Ma and 
6 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR | 24b. REGISTRAR’ SIGNATURE 


5a 10/97 Ruth ox Cumberland, Maryland jon JUL 15 54 Lineasanad 


r- 


jelay is necessory. please 


qd 


6 


ie funeral director. 


*s Office ateng with form PM3. Page 5 may we retained far your files, 
event within 72 hours after death. 


jiner 


ieate should be executed within 24 hours after death. | 
ending” in pencil in Item 18. Give Poges 1, 2. and 3! 


ledicol Exami 


s certi 
rd 


6 


execute the certificate, writing th 
ar its designoted agent, prior to buricl, eremotion, or removal, o 


4 should be forwarded te the Cl 


ie 
o 
° 
ES 
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Pst 
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x2 
3 
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TO DEPUTY MEDICAL EXAMINER 


< 
& 
cal 
cr 
= 
in 


al = 


TH DEPT. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07605 
7968 MEDICAL EXAMINER'S CERTIFICATE OF DEATH ae 


L PLACE OF DEATH : i 2. USUAL RESIDENCE (Where deceased lived. If instituti idence before ‘odmission) 
COUNT 
: Allegany mamano || ° "Maryland ». coun Allegany 


Bb. CITY OR TOWN (tf outside corporate himite, write RURAL c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give necres! town) 


ond give nearest town) 


Eckhart life yx Eckhart 


@. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) 4. STREET ADDRESS : e. IS RESIDENCE 
ce) 


3. NAME OF i : Middle Saath os 
NAME OF First i lott DATE 


(Type or print) JOHN PENGILLY GRACIE | Stam 


5. SEX 6. COLOR OR RACE [7. MARRIED KX) NEVER MARRIED []| 8. OATE OF BIRTH a 9. AGE ta veo [IFUNDER 1YEAR] IF UNDER 24 HRS_ 
7 5 on) bahay) "3 i 
male white WIDOWED [=] vivorcED [] 6~21~1887 aT ale eae en 


100, USUAL OCCUPATION (Cue kind of work us KIND OF BUSINESS OR INDUSTRY a BIRTHPLACE (Slate or foreign country) f CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
retired janitor K-S Tire Co. Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John Gracie Elizabeth Pengilly 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


ne _ i |217-10-6637A Mrs. Jas Booth, Rt. 3, Frostburg, Md. 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c}.] Iuicival barrett, 


PART |. DEATH WAS CAUSED BY: — 
ge IMMEDIATE CAUSE (o} = 


2 DUE TO 


Conditions, if ony, which Sihcouk 


Gove rise lo immediote couse 


(o}, steting the underlying( PUE TO 
couse lost. —— (e Z- P “a 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)}19, as AUTOPSY 
RFOR! 


MED? 


res NOD 


200. EXTERNAL CAUSE WAS 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part tor Pert of item 18.) 
PRIMARY C1] ar CONTRIBUTING () 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120F. (City or town) county) (State) 
Hour 9. m. While Net while foctory, street, office bidg., etc.) | 
p.m. bd ot work at work ' 


21. I certify that | taak charge af the remains described abave, held an Autopsy PQ, Inspection Pj, Inquiry BQ, and in my 


opinion death resulted fram; Natural causes PA}, Accident [], Suicide [], Homicide [], Undetermined manner [1] 
é 


MEDICAL CERTIFICATION 


t 


SeNatune ‘5 fl map, CHIEF MEDICAL EXAMINER [7] 
ASSISTANT MEDICAL EXAMINER (“] 


NAME (rere) { SkiTA R — iC Mehr = DEPUTY MEDICAL EXAMINER Lg 


720. BURIAL, CREMATION, [22b. DATE THEREOF =‘ [22c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION 


Bue -8-1958 Eckhart Cemetery _ Eckh: art, Md, 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR one JARS a gl 


J. R. Durst, Frostburg, Md. cate JUL SS Lenveriny, 


DATE SIGNED 


4 hours ofter death: Pag 
Pages 1 ond 2 should be filed with 


é 


‘ate hos been signed by the attending physician and completelperined in by the funeral directar, 
Then please remove carban popers. 


burial-tronsit permit. 


ding physician. 
the registrar prior to burial, cremation, ar remaval, ond in ony event within 72 hours ofter 


may be retained by the haspi! 
TO FUNERAL DIRECTOR: After t 
poge 3 shauld be detached for use o: 
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VS ATS (4) 
15M 10/57 
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Se) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 472 
7472 CERTIFICATE OF DEATH Se 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission} 


0. COUNTY ALLEGANY Meats ©. STATE MARYLAND b. COUNTY ALLEGANY 


b. ssi ee pee {It outside cernreys limits, weile | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
‘AL ond give necrest town! 
CUMBERLAND 2 DAYS LONACONING 
d. NAME OF HOSPITALS ft spitol, give stregt is) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION ia} ON A FARM? 
WARWICK & ME! Nees. | RT. #1, BOX 6 vO] No 


. NAME OF First Middle Lost 4. DATE Doy Yeor 
DECEASED | OF 
(Type or print} WILLIAM wis GREEN DEATH 6 19 58. 
5. SEX 6. COLOR OR RACE | 7. MARRIED ip: 4 NEVER MARRIED [7] 8. DATE OF BIRTH % eel IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ie | 
MALE WHITE |wivoweo ~—_—sooorceo 1] MARCH 25, B yrs. eet 
Wa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) ¥2. CITIZEN OF WHAT COUNTRY? 


during most af working life, even if retired) RET I REDeMINER ‘i = A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


AMOS GREEN REBECCA POLAND 


= WAS. a lS U.S. ARMED, pee 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
ae eae a ee se [Oe 
| ASH 1-2 MEMORIAL HOSPITAL = CUMBERLAND, MD. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). and (ch-} INTERVAL BETWEEN 
? 


PART J. DEATH WAS CAUSED BY: Ong Ao bene 
er oi IMMEDIATE CAUSE (a! 


DUE TO 


couse (o}, stoti 
lying couse last. 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)|19. ins urs 
ves{] NO RT 


20a, ACCIDENT WAS_UNDERLYING 2 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port 1 of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


CSE FT ye 

20c. TIME OF INJURY Month,  Doy, Yeor ]20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County} (State) 
Hour 0. m. While Not while foctory, street, office bidg., ete.) | 
p.m. 19 fot work (] ot work [J ‘ 


21. | certify that, | attended the deceased from Gs : 92%, 0... —.., 19-2..thot | last saw the deceased 
alive on. £ a, i al ind that death occurred at 22 LOP aM, from the causes and on the date stated above. 


MEDICAL CERTIFICATION 


Hawt (tyes)__DRe RICHARD Je WILLIAMS 
Za, whee, 7b. DATE THEREOF, Zac, NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, of county) (Store) 
Burial" | 7/9/4258 | GREENS CEMETERY (Near) LONACONING, MD. 
73. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a. REC'D BY REGISTRAR Cpt. SIGMATURE 


GEORGE BICHHORN LONACONING, MD. ve dL 1158 | ik eae dk 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7509 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 02473 


21. I certify that | took charge of the remains described above, held on Autopsy fi], Inspection [K}, Inquiry KJ, and in my 


opinion death resulted fram: Natugal causes (], Accident{ Suicide [J], Hamicide ([], Undetermined manner [_] 


or its designated agent. prior to buriat, cremation, of removal, and j 


execute the certificate, writing t 
4 shauld be forworded ta the C 


ACTUAL DATE SIGNEO 
SIGNATURE MD. CHIEF MEDICAL EXAMINER oO 
ASSISTANT MEDICAL EXAMINER [} 
J EXAMINER'S 
Name) Benedict Skitare Lic ». M. DEPUTY MEDICAL EXAMINER {8 July 5, : 1958 7 
fo. BURIAL, eon >. DATE THEREOF _—‘|22c, NAME OF CEMETERY OR CREMATORY "722d. LOCATION (City, town, of county) (Stote) * 
pecily 
Burial _ July 8, 1958 Woods Methodist Cemetery Rainsburg, Pa. 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. [7 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence belore odmision) 
- a. 7 
: $e Allegany marvano || °StIPennsylvania ».counv Bedford 
o 
aves he Be CITY OR TOWN ene eee mit wie KOI [ LENGTH OF STAY IN Ib ©. CITY OR TOWN (it cee ie write RURAL ond aed faetait (en). 
® Give Aeares tov 
5 35 Rainsburg ral 
gy Se __ Nis act aa ’ $23 oe 
ec 3 . £ OF HOSPITAL OR INSTITUTION (If not in howpitol. give stree! oddress} d. STREET ADDRESS e. IS RESIDENCE 
2°28 19 ON A FARM? 
a 1A. Memorial Hospital fae! ae ee peel fi __ivis) No) 
& 55 2 g 3 ane: C4 First Middle lost 4 pare Month Doy Yeor 
3 . 
whet: tueweer Durrah _W Griffin _ | baw = July = 5: 1958 
si % 5. SEX 6. COLOR OR RACE |7- MARRIED. NEVER MARRIED im} B. DATE OF BIR’ o AGE Uo yeors (FUNDER YEAR] If UNDER 24 HRS. 
=~ OE hi ipdoy) ail Ae ? 
m4 ee Hy _Male White wiooweo(] ~—svivorceo(] | Sept. 24, 1883 9 jn Days | sHourty) (Min 
| oy Se Oa, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
g° gee dugg reat of working Hl, even if retire) 
roe ae Arn General Farming Dunbar, Pa. U SA 
Seg 35 19, FATHER'S NAME ~— ae "V4. MOTHER'S MAIDEN. NAME rss: r 
gee RE Andrew H. Griffin Nancy G. Ressler 
aes E 3 15. WAS DECEASED EVER IN U, S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT ie Address che ‘ 
agree Ye no, of unknown) (yes, give war of dates of service! 
go fe No | None Mrs + Durrah Ri: Be eg PSR ALE Pa. 
CHS 2 ee == —————, 
ge ee 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c).] INTERVAL BELVPEEN 
esa PART 1, DEATH WAS CAUSED BY: orb Wee 
B82 > MEDIATE CAUSE (0c) Intreabdominal Hemorrhage __| 30 Min. 
Bs £5 8 x DUE To 
34° a SA] | conditions. it oor. which w Ruptured Liver 
we gove rise to immediote cause 2 oe = —"s 
Bess (0), Aeting the underfying( CUE TO 
28 soaetne 
a, &o te). = ss 2 som a 
2u% ——— ———— 
‘4 2 - 6 8 PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo)] 19. WAS AUTOPSY 
£550 ae FORMED? 
85<2 Ye not] 
£8bs 3 2 ee Nou 
rts = & ‘200. EXT IAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Port II of ilem 1B.) 
Sve & | PRIMARY] of CONTRIBUTING [7 
gt 3 8 DEATH. Overturned in Automobile 
*, he as _—_ — 
es 3 3 | 0c. TIME OF INJURY Month, Doy. Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INIURY (Home, oa 1 20. (City er town) (County) (Stote) 
ae = A 2 6 Ki sant, Whil Net while” foclory, street, office 
" 1/2) a1fee's. oneaC} oven] Street ! Flintstone Alleg. Md. 
2 
i 
° 
> 
Vv 
he 
2 
3 
a 
= 
4 
i 
z 
J 
= 
° 
e 


TO DEPUTY MEDICAL EXAMINER: 


< 
a 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR Pen ‘S$ SIGNA 
ee John J. Hater, Cumberland, Maryland. _loae JUL 8 ‘So Luin: 


5M 2/57 


6 


‘ith the registrar within 72 hours after death 


—" 


ted within 24 hours after death. 


INSTRUCTIONS 


L: The law requires that the death cerhificate by 


TO ATTENDING PHYSICIAN Bho sins 


The bottom copy may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed 


ter this 


Yeoh this 


= 


the third cép' 


certificate has been executed by the attending physician and completely filled in by the funeral director, 


death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10M “=, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7495 CERTIFICATE OF DEATH 02474 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


county fA] legany MARYLAND stat, Ma county AJ lesang 
CITY {If outside corporate limits, write RURAL LENGTH OF STAY ae (If outsida corporata limits, write RURAL end give neeres! lown) 


OR _ end give naerast town} {in this place) 


TOWN Ue TOWN 
ee a / soos (If rural give location) 
STREET ADDRESS 420 Maryland Ave. 420 Maryland Ave. 
3. NAME OF (First) (Middle) (Lest} 4a ma (Month) (Dey) (Yaer) 
DECEASED 
(ype or Prim) Joseph A Hannon Bears July 31,1958 
5. SEX 6. ieee OR 9 DOWER, DIM kCED, 8. DATE OF BIRTH 9. AGE lest birthday IF UNDER 1 cee IF UNDER 24 HRS. 
Male |white teMarried | July 16,168% 7 ee Sele 
10a. done durng Vea Renee tits, siwerk 10b, See oe | Vl. BIRTHPLACE (State or foreign country) 12. Su WHAT 
“funeral Director! own business West Virginia U.S, 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John Hannon Rose Ann Butler 
15. WAS DECEASED EVER IN U, S, ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT & ADDRESS 
(Yas, no, or unk.) | (if Yes, give war o dates of service) 
none s, Frances Hannon ,Westernport Md 
18, MEDICAL CERTIFICATION INTERVAL BETWEEN: 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
J. WMEDIATE CAUSE w Cirrhosis of Liver., 8mo 


ANTECEDENT CAUSE(S) DUE TO 


DISEASES OR CONDITIONS, IF ANY, (6) Chronic Passive Congestion, 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 


ic) 
If OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


TO THE DEATH BUT NOT RELATED TO THE 
BISEASE OR CONDITION CAUSING DEATH... Bilateral Lobular Pneumonia e To dys 
19e, DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
UT lxX ves [] no] 
2a, ACCIDENT WAS UNDERLYING (] 21b. PLACE (Homa, farm, factory, 2ic. WHERE DID INJURY OCCUR? {Cily or town) (County) (Stata) 
‘OR'CONTRIBUTING [] CAUSE OF DEATH | OF INJURY straet, offica bidg., ete.) 
(F EITHER, NOTIFY MEDICAL EXAMINER} 


21d. TIME OF INJURY (Month) (Day) Yaar} (Hour) 
mM 


21a. INJURY OCCURRED 
fhita 
at work 


2if. HOW DID INJURY OCCUR? 


city, town, state} Tj ei 
TE pact he ty OW ee 
DATE THEREOF é LOCATION (City, town, or county) (Stata) 
Aug 4/58 St. Peters Cemetery bextataven’a{ling-ap ids 
, REC'D BY REGISTRAR EGISTR, 25, FUNERAL DIRECTOR'S 4 ADDRESS 
berprriz3 Piedmont, W.Va. 


feo 5 58 


DATE 


1 iy MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02 47 5 
Wy ’ CERTIFICATE OF DEATH , 


<2 


3 Reg. Dist. No. e 
4 X 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If iafitution. Residence before odmiston)- 
2 Ss igs ALLEGANY marviano |} ° SALEARYTAND b COUNTY ALLEGANY 
£5 b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
2 5 RURAL ond give neorest town) "1 
2 ie MBERLAND 15 DAYS CUMERLAMD, 
2 Z a d. NAME OF HOSPITAL (IF not in hospital, give sireet oddress) , d. STREET ADDRESS e. IS RESIDENCE 
acd y OR INSTITUTION / ON A FARM? 
cL’ te - _SACRED HEART HOSPITAL 133 Redford St ves [No 
Hy 
2 ie 5 3. NAME OF First Middle lost Month Doy Yeor 
= a 5 
?} 3 (Type 0 print) ERTRUD HEFFRON JULY 1st 1958 
ey 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED] | 8. DATE OF BIRTH AGE (In yeors [IF UNDER } YEAR] IF UNDER 24 HRS, 
oat line lost ila a Months! Days | Hours | Min. 
a es Pr lH wipowen []__evorctD [I 1 i me aE 
<3 
2 Fa. 100. TSUAL Lane ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (tote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 see giyring mast of warkigg lilg, even if reliced) _ 
g Fag 
$ Be M4 = U.S.A. 
g 236 I 13. FATHER'S NAME 14, MOTHER'S MAIDEN N 
§o 
© Oo 
5 Se AM HEFFRON MARY ANN FARRELL 
= 352 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. [17. INFORMANT Address 
GEL BAF urknown| AF yet. ge ror 0° dates of vervice} 
f pek = 14-05-75) PS. OLD cuaRy 
«se £8 
3 ig . = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and {c}.} INTERVAL BETWEEN 
3 Ueno 5, PART |. DEATH WAS CAUSED BY: " ONSEL AD Sete 
2 Ee IMMEDIATE CAUSE (0), weeks 
= g2§ WSs 
= eee 7 DUE TO 
3. rf Fo 4 
= 26 Cofifignt iPonyienich i Arteriosclerotic Cardio-vascular disease 3 years. 
3 BES gove rise 10 immediote Bio te wea 
Ss 266 i 
> £8 couse (9), stoting the under- 
g¢ 3 5 ie lying couse lost, (c) 
22 g5° z Past (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o)|19. WAS AUTOPSY 
Bestop 2 SS es ae PERFORMED? 
2G888 3 yes] no 
Fotsé & | 200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port ot item 18.) 
Poss ie 
3:62 & | OR CONTRIBUTING LJ CAUSE OF DEAT 
ZEdec = 
Sue 25 25 | GF EMMHER, NOTIFY MEDICAL EXAMINER) 
2B ss G [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stote) 
tan he te a Hour 0. m. While Not while factory, street, office bidg., etc.) | 
zairvt 2 pm 19 fot work [] ot work [J ' 
eared x 
Zz $s Be 21. | certify that 1 attended the deceosed from_L = 9 ___, W.ST., to 7 _., 19.58. that | last sow the deceased 
= <2 2 ’ 
$~ @ 35 alive on_.7 vg DV, WE, and that deoth occurred at7.245___M, fram the causes and an the date stated abave. 
e a OSs c a ADDRESS (Street, city or town, state) DATE SIGNED 
da ote acTuAL hy. Petts 
apes H F SIGNATURE cf mo. 62 Greene Sta 79258 
£az 
= ; : 
<oz3s Ran ANS, Ralph W. Ballin, M.D. Cumberland. Yd. 
eeeas 2 ears 
Ped 3 we oe 2a. BURIAL cena ‘22b. DATE THEREOF 2c. yD METERY. OR FEMA an ee 
>So OVAL (Spec - 
=o e d fee 
ofo ee (2 = 
= ie 23. FUNERAL DIRECTOR'S SI@MATURE Sane do. REC'D BY REGISTRAR | 24b. REGISTBAR'S SIGHLATIRE 
vs a1s{4) Li. c f 
15M 10/57 \ noon um pare JUL 7 58 


= 


= 


hours after death: Page 4 
in by the funeral directar, 


Pages | and 2 should be filed with 
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Bote has been signed by the oftend 
|, crematian, or remavol, and in any event within 72 haurs ofter d. 
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VS A15 (4) : 
15M 10/87 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 02 476 
747% CERTIFICATE OF DEATH ‘es 
1. PLAGE OF DEATH LLEGANY 2 USUAL RESIDENCE (Where deceased lived. i aie Residence before admission} 
A ig ed RYLAND ALLEGANY 
b. aM OR TOWN (If oaeee ey perote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neores? town) 
“CUNBERLANG” 2 HRS. MT. SAVAGE 
4. NAME OF HOSPITAL MEMORTEL Gee rt’, d. STREET ADDRESS |" Bhar 
| & WARWICK A yes(] nol] 
3. ae oe First Middle Lost 4, DATE Month Doy Yeor 
(Type oF print OLIVER F HICKMAN JULY 81958 
5. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED ["] | 8. DATE OF BIRTH %. Seay IF UNDER 24 HRS. 
MALE WHITE = jwinoweof] ~—oovorceo] | JULY 20 sie po 


10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY 


1). BIRTHPLACE (Stole or foreign country} 
during mast of working life, even if retired) 


MARYLAND 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


WILLIAM HICKMAN NAOM! PUGH 
Eee aeD EVER NIU, S Em eDIONeES 16. SOCIAL SECURITY NO. {7 INFORMANT 7 ee 3 Address F yee 
LLP | A2O03-[ 408 Vina, dee 24. Abphvertss VM EE. “yf 


12. CITIZEN OF WHAT COUNTRY? 


U.SeA. 


{@. CAUSE OF DEATH [Enter only one couse fer Wne for (0). (b). and (c).] INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: A, 4 ET AND DEATH 
IMMEDIATE CAUSE (0! 


~ * DUE TO 


Conditions, if ony, which b 
gove rise to immediote 
couse (0}, stoting the under Wish 
lying couse lost. (¢ 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)[19. tee AUTOPSY 


ERFORMED? 

ves O xo 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 4 or Part 11 of item 1B.) 
‘OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} = e 

Vineealioant = 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INIURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour 0. m. While Nat while <— foctory, street, office bldg., etc. aH ' 
poms. lot work [] of work [J - 


21. | eertity that I at =) e deceased fram 2 A SY. 19, PEA (EL SY... W9...0.Ahat | last saw the deceased 
alive on. _. and thdt death occurred i L OAM, from the causes ond an the date stated above. 


22. 12 
2 ee. “ADDRESS (Street, city or tows 
-o— po hams He. 


MEDICAL CERTIFICATION: 


ACTUAL 
SIGNATURE 


PHYSICIAN'S. 


NAME (Type) __“"_RICHARD J, WILLIAMS 


PBURIAL, CREMATION, |22b. DATE THEREOF 22c_MAME OF CEMETERY OR CREMATORY 


beri [8S | /haekeed atl oy pet 


73. FUNERAL DIRECTOR'S SIG) NATURE} 777 AD 9 ) Tasocréc’o By ore 2a 
/\ F Pos y J tanh, An sy y 4. Ht. a jhe 
SDAA OL er, AVY Les DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 027472 
~ P4725. CERTIFICATE OF DEATH aculal 


ond 


Conditions, if ony, which © Luger Youd (hus dur () orsadon Diesare 


gove rise to immediote 
couse (o}, stoting the under. ( DUE TO 
lying couse lost, o 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 


__Mehustabu (aque is witch 
200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE Lua ee OCCURRED. (Enter ndjdre of injury in’Port | or Part ff of item 16.) 


ing physician. 


be! ~~ 
% 3 5 is eat olell % Mere RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
=. 2 2: b. COUNT 
© 32 , marmano |! Mary land Allegany 
ce! | {ol is WN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town} 
6 5S RURAL ond give neorest town) : 
Ph iss a é65yrs 02. Cumberland ,Ma. 
s3 a. + d. ae rT not in hospitol, give street oddress) / d. STREET ADDRESS. e Boh eagles 
3 £5 > $ 
eS st A. Memorial Hospital Iz2I Lexington Ave. ves (NO DRY 
See 5 3. Ric = First Middle tow 4. DATE 2B Yeor 
ae 2 
. oe (ypeoreim) Jessie Maude Higgins Seat July” Be, I9 i 
£0 = 5. SEX 6. COLOR OR RACE |7. MARRIED NEVER MARRIED B. DATE OF BIRTH 9. AGE (In years {IF UNDER 1 YEAR| IF UNDER 24 HRS 
ee Qrrthdoy) {Months Min. 
oe F W winoweDf] _ovorcto]} | Jan. 7, I886 ieee 
2 § 8 z 10a. Mey cease) eve kind Bs peta Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
=e Rech luring most of working life, even if retir 
Boye Housewife Ownhome Green Ridge, lid. USA 
3 y 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
6s 
5 
8 Be Charles Turner anna Kerns 
< Z 2 15. WAS. Chore TN U.S. ARMED. eae 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
a & Tes, no, oF unknown} Ut yer, give wor or dates of service) o € A 
29 Harry A. Higgins I22I Lexington Ave 
£8 © 
f 8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c). i INTERVAL BETWEEN 
7* PARTI. DEATH WAS CAUSED BY: satel ee ly 
Be y IMMEDIATE CAUSE (0! 
o = yi, 
< Ys Ue af DUE TO 
= 
z 
= 
2 
¢ 
§ 
3 
a 
8 
2 
of 
5 


19. Was AUTOPSY 
yes 2) fs oT 
‘OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, sormiih PORACCify ore) (County) (Stote) 
Hour 0. m. While Not while factory, street, office bldg., ete.) 
p.m. 19 lot work [of work ' 


21. | certify thot | attended the deceased fram.____ Oct. 19.8 de JUME__. 19.5 that | last saw the deceased 


alive an_____. jun ees &*, 25k, and that death accurred at._ 30 ft fram the causes and an the date stated abave. 
7, ADDRESS (Street, city or town, stole} DATE SIGNED 


Wet Skate Ree eT ae 7/2450 


6: 


TO FUNERAL DIRECTOR: After this ce 
MEDICAL CERTIFICATION, 


PHYSICIAN'S. 


NAME (Type}__Ge Ov er t. A 
Ro. puny CREMATION. ‘2b. DATE THEREOF ‘Mc. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) {Stote) 
Burial | 7-25 58 |Reést Lawn Gardens Cumberland , Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR . REGIA RAR'S SIGNAPURE 
VS A15 {4} James F, Scarpelli Cumberland, Md. eeSUL 28 58 ewe Prete 


15M 10/57 


the registrar prior to burial, cremation, ar removal, ond in any event within 72 haurs ofter death. 


page 3 should be detached for use os the burial-tramsit permit. 


may be retained by the hospital ar 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death cer! 


ca es ~ CLEC eT He 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08478 
2510 CERTIFICATE OF DEATH 


wt 


Reg. Dist. No. 


« ys . 
S 5 oe 1 eae a, Mn ato ag (Where deceosed lived. If institution: Residence before admission) 
2 = wy oe. b. COUNTY 
& 58 legeny MARYLAND Ma. Allegany 
£3 " b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g oa RURAL ond give neorest town), 
2 32 Loartown Box 548 5 Yrs. |x Loartown Box 348 
2 2 3 d. SAE OF OUTAL {If not in hospitol, give street oddress) » @. STREET ADDRESS e. H yor | 
oa 4 INA FARM’ 
e a D. No I Frostburg, Md. R. D. No I Frostburg,Md. Yes] NOD] 
2 = 5 3. NAME OF cm Middle ea 4 DATE Month De Yeor 
ss $ (ype or print) Charles Hitchins DEATH 7 IZ 19 98 
4 2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8 DATE OF BIRTH 9 AGE (in Lae [iF UNDER 1 YEAR] IF UMDER 24 HRS. 
lost Yi] Month i 
a M WwW wioowenX) —oivorceo(] | L2e26=1878 WR spas el (Perse | Heua||) (Aas 
a 100. tales eee (oe kind 4 ees 10b. KIND OF BUSINESS OR tNDUSTRY | 11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY 
luring most of working life, even if retire 
J )|_Retired Miner Coal Mines Miller, Md. Ue Sw A 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Hithhins Mary Ann Stevens 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. [17. INFORMANT Addres BOX O40 
Weetarer caseesys Moa prac eee oe or oie 
| Stenley Hitchins,R. D. No I Frostburg,Md. 


1B, CAUSE OF DEATH [Enter only one couse per line for (0}, (b} {c}.] - S t Cue Noes 
eee EATH 
PART |. DEATH WAS CAUSED BY: f +. Z 
IMMEDIATE CAUSE (o] Ca hes, & 
DuE TO L =e 
Conditions, if ony, which (b) wu. ele ts 3 ee 
gove rise to immediote 4 


couse (0}, stoting the under- ( DUE TO 
lying couse lost. ( 


Pant Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
yes No 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


The law requires that the death certificate be executed will 


ing physician. 


te has been signed by the attending physician and completely 


SICLAN. 
a 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY [Home, form, 1 20F. (City or town) (County) (Stote) 
Hour om. While Not while factory, street, office bidg., etc.) § 
p.m. 19 _ Jor work [] of work 4] 


ttended the deceased from, > Le. 19 to___ , 1928. that | last saw the deceased 


4) 
— 1 ese Gna thot death occurred at 2 = c 1764 ya, Sm the causes and on the date stated above. 
ADDRESS (Street, gi 


Zz 
Q 
= 
< 
= 
= 
fred 
o 
2 
z 
ae 
6 
& 
= 


After this c 
page 3 shauld be detached for use os the burial-tronsit permit. Then please remave carbon papers. 


the registrar priar ta burial, cremation, or remaval, and in any event within 72 haurs aft 


or town, state) DATE SIGNED 


ee. ic ae ZLALOE 
mms Sp hy 8. Davis froslb ied, 


‘3 eee Seen = 


To. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town: or county} (Stote) rT 
REMOVAL (Specify} 
B 958 Frosth 9 amo a Pk oath es Ma 


2. FUNERAL DIRECTOR'S SIGNATURE Hafer Funeeed Home Baa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
- ~ 


ovat UV Yi ntts Frostburg, Mde ore JUL 1 6 '58 


TO HOSPITAL OR ATTENDING PHY: 
may be retained by the haspital ar 


TO FUNERAL DIRECTOR: 


3a 
a 
3 
es 
g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Z5L1 CERTIFICATE OF DEATH 


a 


02479 


Reg. Dist. No. 


+ se 
S & eh }, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. 1{ institution: Residence before admission} 
& $2 . COUNTY 7 0, STATE b. COUNTY 
al Te Allegan Ma and 3 egan 
=. Bite b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate fimits, write RURAL and give nearest town) 
8 54 RURAL and give nearest town) 6 Yrs . 
3 Sz * 4 5 > a11e 2 
Reta 
iS ee . d. NAME OF HOSPITAL (If nat in hospital, give street address) STREET ADDRESS: e, 1S RESIDENCE 
= 22 ; 
o =u I OR INSTITUTION } ON A FARM? 
ra Pad YE: 
La 20 oR. 
= 58 3. NAME OF First Middle lost DATE Month ay Yeor 
+ oe DECEASED | OF 
s $ lsat Jerome Be Humbertson | tatu July 27th 19 5S 
: 2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |. OATE OF BIRTH 9. AGE ti aeons IF UNDER } YEAR] IF UNDER 24 HRS. 
Min. 
Male White |woowe® owvorceot) | Feb.1+th 51879 i.e) a: we 


1a. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 


2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Ret,-Blacksmi th USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
eorge W,. Humbertson Mary Etta Bateman 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yet, no, oF unknoven) | Wt yes, gree war or dates of service} 


Ervin Humbertson, Eckhart, 


None _ 


18. CAUSE OF DEATH [Enter only one cause per tine for (a), {b), ond {c).) 


PART |. DEATH WAS CAUSED BY: BY 
a gu anine TE con ied 


INTERVAL BETWEEN 
ONSET AND DEATH 
~ 


7 IMMEDIATE CAUSE (0). 
Ca DUE TO 


Conditions, if any, which (by 
gove rise to immediote 


that the death certificate be executed with 
it. Then please remave carbon popers. 


id in any event within 72 hours ofter death. 


ed by the attending physician and completel: 


ires 


Namettres_ William P. Tames, M.D., 441 N, Centre St. Cumberland, Md 


224. LOCATION (City, town, of county) {State} 


moy be retained by the haspitol or 


TO FUNERAL DIRECTOR: 


220. BURIAL, ee 2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
EMOV, it 3 5 — 
Buriat” | 7-30-58 Porter _Cemeter 
73. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘2da. REC'D BY REGISTRAR 


ease of Joseph R. Durst, Frostburg, Md. GATES N 1S 


Cage fos couse (a), stoting the under. { DUE TO 
gers lying couse ost. () 
52% (ou 
3885 é Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)] 19. WAS AUTORSY 
S202 \ [= 
ehso' ak vesQ] noQ) 
a a = [200. ACCIDENT WAS UNDERLYING E)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Port It of item 1B.) 
ee & | OR CONTRIBUTING [) CAUSE OF DEATH 
Sg 25 & | (1F EITHER, NOTIFY MEDICAL EXAMINER) 
Bm 36 & [2%e. TIME OF INJURY Month, Day, Yeor [20d INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Slot) 
Pa Se q Hains 6. aac Neat Sti foctory, street, office bldg., etc.) t 
z= = 3 € g p.m, 19 fat work [of work [J t 
ss ~ 
g ae 21, I certify that ) attended the deceased from... vee. me ee aby 7, 19.S¥,that | last saw the deceased 
eaLl<28 ; 
Ean gs alive Cee ee ae 19,J°6___, and that death accurred at._9_&°_M, fram the causes ond an the date stated abave. 
=] 3 fc ADORESS (Street, city or town, stote) DATE SIGNED 
< 55°02 ACTUAL = 
epess SIGNATUR MD. ees Bate 3 AE ee Re 2X ST. 
° De 
2 Bie 
fsz2s 
= seer 
Cee: 
= Pe 
° as 
4 


enreey ‘SIGHT 


FOR STATE 


HEALTH DEPT. 


Page 


ley is necessory. pleose 
erol director. 


retained for your files. 
2 with the Stote Boord of Health, 


« 


If o 


File pa 


in pencil in Item 18. Give Pages 1, 2, and 3 I 


jedical Examiner's Office alang with form PM3. Poge 5 mo: 


be used os o burial-transit permit. 


ertificote should be executed within 24 hours after death. 


d ‘pending 


4 should be farwarded to the Chi 


8 
ic] 
” 
° 
& 
& 
2 
g 
ce} 
. 
o 
a 
= 
a 
ag 
< 
~ 
& 
é 
° 
4 


TO DEPUTY MEDICAL EXAMINER 


VS. ASME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7496 MEDICAL EXAMINER'S CERTIFICATE OF DEATH | (12480) 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If inslilution: Residence before odmision) 
. COUNTY MARYLAND ©. STATE b. COUNTY 


egany—__ 
¢. CITY OR TOWN (if outside corporote limits, write RURAL ond give neorest town) 


IadkHeepstbed Fras7/ ‘ 
» d. STREET ADORESS e. IS RESIDENCE 
i ON A FARM? 
III Park Avenue___ __}ys No 


b. CITY OR TOWN [It outtide corporate kimit, write RURAL ¢. LENGTH OF STAY IN 1b 
‘ond give nearest town) 


Frostburg Lifetime 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress} 


iner's Hospital x 


3 peas 4 First Middle tos 4 ig “Month Dey Yeor 
Su ise aad Eleanor Jaokson Brat July 10 9 58 


6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [_]| 8. DATE OF BIRTH ee pevene 
lat bicthdoy} 


pivorceo [) 60" 
100. USUAL SCCURATION( dof work done] 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Siofe or foreign country) A 
during most of working life, even if relired) 


Housew wn Home stburg,Md. = 
13, FATHER'S NAME 34. MOTHER'S MAIDEN NAI 
known = Frances. Rollins 


IF UNDER 1YEAR] IF UNDER 24 HRS. 
Min. 


2. CITIZEN OF WHAT COUNTRY? 


a a 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? i SOCIAL SECURITY NO. |17. INFORMANT ‘Addren ee ie 
[Ye no, er io | Iif you, give wor or dates of tervice) 
None____ es 'Ss—Rosa-Kelley,109_Park Ave.Frostbug 
18. die OF DEATH [Enier only one couse per line for (0), (b). ond (¢).] INTEAVAL BETWEEN 


ONSET AND DEATH 


PART PEAT MEDIATE CAUSE fo] Coronary Osteal Sclerosis, right 
HAO DUE TO 
Céndlitens, i ony, Ft Atherosclerotic heart disease 


gove rise lo immediole cours 
(0), sfoling the underlying 
couse lost. = 


DUE TO 
{c). 


8 PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)} 19, SA ‘AUTOPSY 
ses ee RFORMED? 
.|§| Died while under anesthetic for oataract operation ves No) 
& [ 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injuty in Port 1 or Part II of item 18.) 
& [PRIMARY (J or CONTRIBUTING () 
$5 | CAUSE OF DEATH. nA 
5 [0c TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 1 20F. (City oF town) ~~ (Counly) ~ (Store) 
a Hour 6, m, While Norwhile. factory, street, office bldg., etc.) | 
3 p.m, it ‘ot work [1] of work ‘ 


21. 1 certify thot | took chorge of the remains described obove, held on Autopsy (XJ, Inspection [XJ], Inquiry XK). 
opinion death resulted from: Noturol uses RA, Accident 0. Suicide ta Homicide O. Undetermined monner 
‘ 


ACTUAL DATE SIGNED 
SIGNATURE Ki inicatiad mop, CHIEF MEDICAL EXAMINER [J 
ASSISTANT MEDICAL EXAMINER [J 


and in my 


Prawnens Benedict Skitarelic, M.D. perury mevicat examiner] duly 10, 1 
‘Qo. BURIAL, CREMATION, |22b. DATE THEREOF | 2c. NAME OF CEMETERY OR CREMATORY «22d. LOCATION (City, tawn, or county) Ss«(Sole) 
REMOVAL (Specify) | 
RE ide 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07481 
2497 CERTIFICATE OF DEATH ve: 


al 


Conditions, if ony, which o 
gove rise to immediote 
couse (0), sloting the under: 


+ se SS Se 
S 3 3 M \. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
9 °. o. b. COUNTY 
= MARYLAND 
= 32 ‘3 egany Mde Allegany 
=. “6 b. CITY OR TOWN (if oufside corporote fimits, wrile | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporole write RURAL ond give nearest town) 
g 5 F) RURAL ond give neorest flown) » , 
> $2 Pros 3 Frostburg 
be ostbh g& me 
=) 3 ‘d. NAME OF HOSPITAL (If no! in hospital, give street oddress) d. STREET ADDRESS e. 15 RESIDENCE 
6 =s ao OR INSTITUTION / ao FARM? 
ed “4 yes] No 
Scene B.D. #2 Box 2377 : R, D, #2 Box Q 
aro) 3, caw ce First Middle lost 4 ee Month Day Yeor 
g: mers) 61 gman er Jeetias Bear 7 I 198 
so 6. COLOR OR RACE ]7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 3° W 1" o sere El April I9I2 EES? peal Doys | Hours | = Min. 
oy IDOWED 27 ye. 
7 git s 
Sf ea€- VOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY 
° a Q 8 during most of working life, even if retired) 
3 ees Coal Mines Own Mine Frostburg, Md. Ue. Se Ae 
202 8 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
» 586 
S “Gigs LeRoy Jeffries Grace Michaela 
So 33s ee 
=p 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= 462 Wri taleel oars 1 "ii poche? Vans ob voll ™ Frostburg, Md 
$ a if No None 16-10-6828 ox 2°77 
£ 68 
3 ie ge 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
ou fay ; PART I. DEATH WAS CAUSED BY: Oo) iY bps 
ot eae IMMEDIATE CAUSE (o) 9 
5 =F J x DUE TO 
= 2B) 
£ 3 
= c 
3, 
f¢ lying couse lost. id 
foc SS nd 
388 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 
ose Se PERFORMED? 
2s 
fu ) 
eas yes] No-Ge_ 
ea 
me 200. ACCIDENT WAS UNDERLYING [3 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port It of item 18.) 
Z55 ‘OR CONTRIBUTING CF} CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ms 


poge 3 should be detached for use os the burial-tronsit permit. 
MEDICAL CERTIFICATION 


the registrar prior ta burial, cremation, ar remaval, and in ony 


.- 20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
bas Pid Hour o. m. Wi Not while foctory, street, office bldg., etc.) ! 
aoe p.m. 19 Jot work [] of work (] t 
2G 21. U certify that | attended the deceased from, ___! =f tity Bi. Riis ree =} ain i , ISX..thot | lost saw the deceased 
Ae alive an... (2221 42_O_______, W2>G__, and that death accurred at_4f¢- [\ M, fram the causes and on the date stated above. 
a2 
-=6 \ ADDRESS (Street. city or town, stote| DATESIGNED 
a = 
435 actuat Sf Ker Z/, ]. ; 
Pee : SIGNATURE : MO. P42 4 - ue {/ LSS ’ 
oe F ; 
282 I} tues AC, Diehl MD, Arcot ee 
es yee . 4 
eoe 
S388 Wo. BURIAL, CREMATION, | 22. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (Cityown, or county) {Stote) 
£32 wnoval irs”) | s.t958 | Frostburg Memorial Pk. Frostburg a 
ofo ~ 7 
. er 23. FUNERAL DIRECTORS Si; RE: 0 SS 24 C'OBY REGISTRAR ub EISTRAR'S SIGWATURE 
rake bes SHEEN" Funeral HoMeSFrostburg , Mayysicoe "gy Gist = 
15M 10/57.) $4147 '§ Johan, DATE 


Oo 


hours ofter death: Page 4 


‘ 


the ottending physician ond completelyWiled in by the funerol director, 


Pages 1 ond 2 should be BS 


Then please remove corbon popers. 


IN; The low requires thot the death certificate be executed will 


ding physician. 
ote hos been signed by 


” 


TO FUNERAL DIRECTOR: After this cel 
iol, cremation, or removal, ond in ony event within 72 hours ofter deoth. 


poge 3 should be detoched for use as the burial-tronsit permi 


moy be retoined by the hospito! or 
the registror prior to buri 


TO HOSPITAL OR ATTENDING PHYS 


VS A15 (4) 
15M 10/57 


an 
= 
ee, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7476 CERTIFICATE OF DEATH pe el 


027482 


1 we 2. Secs reed oS (Where deceased lived. If institution: Residence before admission) 
os oS] b. COUNTY } 
ALLEGANY MARYLAND WEST VIRGINIA MINERAL é 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) . ae 
MBERLAN MARYLAND DA cael We VAa b x. 7 
dad. oe Rear (IF dot in hospital, give street address) d. STREET ADDRESS eS es aNeS 
ON ARM’ 
MEMORIAL HOSPPTAL 53 BLOCKER STREET wo Om 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED a OF 
Se THOMAS Hirem JONES bias JULY 27 ip _58 
5. SEX 6. COLOR OR RACE | 7. MARRIED P NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER } YEAR|IF UNDER 24 HR 
lost birthdoy) [Months] Doys 
wipowep [7] Divorceo (1) yrs. 


MA 4 
10a. USUAL OCCUPATION (Give kind of work done| 1 IND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY‘ 
during most of working life, even if retired) _ ‘ » MARYLAND U s A 
Gas Station attendant Service Station 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
THOMAS H JONES SR. MARY LITZENBURG 
Va WAS DECEASED pita U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fax no evitnthewn) | (W peal gee Wor or dates of secice] 
No, —_| 21903-9939 


18. CAUSE OF DEATH [Enter only one couse per line for (9), (b}. and (c}.] 


marl cans EDN, Cerebral vascular accident 


4 of DUE TO 
Conditions, if ony, which a Coronary Heart Disease 


gove rise to immediate 


ONSET AND DEAT 
‘Ss deys 
5 years 


couse {a}, stoting the under. {| OUE TO 
lying couse lost. te 
a Parr II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS uTOPSY 
3 ves] Not] 
= | 200. ACCIDENT WAS UNDERLYING []_|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port I! of item 18) 
& | OR CONTRIBUTING C) CAUSE OF DEATH 
U | (IF EMHER, NOTIFY MEDICAL EXAMINER) 
x eo ake at 
& [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20%. (Cily or town) (County) (Store) 
a Neto bans While __ Not while factory, street, office bidg., etc.) ! 
2 Pm. jot work [[] of work [J ' 
. 
21, | certify that 1 attended the a ey a 19. Fta___ j= 27. ares , 19..2Ahat | last saw the deceased 
alive on (ed, 2 19.20, and thot death accurred at_|Qs2QANM from the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
‘ 
SoA 4. Mace. wo, ....62 Greene St, 7~27~5 
PHYSICIAN'S A f 
NAME (Type} Ralph W, Ballin M.D. 
‘2o. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county} (Stote) " 
pie perm ac em 2 5 
urd 7/30/58 Sunset Menorial Park Cumberland, Md 
‘23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR yi ASTAAR'S SIGKATPRE 
n c rt (of 4 
lil, Wayne George Cumberland, Nd. pare JUL 2 9 °58 Ui 


Poge 


jeloy is necessary. please 


Funerol director. 
‘etoined far your files. 


o 
t 


pencil in Item 18. Give Pages 1, 2 and 3k 


edicol Examiner's Office along with form PM3. Poge 5 moy 
yn 72 hours after death. 


certificate should be executed within 24 hours ofter decth. 
d “pending” i 


6 


ig th 
4 should be forworded to the Ch 


fe, wri 


! 
or its designated agent, prior to buriol, cremation, ar removol, ond in any event 


execute the cer 
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TO DEPUTY MEDICAL EXAMINER: 


< 
a 
x 
aes 
= 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
498 = EXAMINER’S CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If H fore admission) 
. COUNTY ©. STATE b. COUNTY 
‘land opus fllegany 


b, CiTY OR TOWN IN eutside corporote limits, write RURAL ¢. LENGTH OF STAY IN Ib 


SS ace La ada 
50_years stburg 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street eddress) d. STREET ADDRESS e 5 ee = 
te] iM 


‘Bealls_Lane SE 


Lost +. DATE Day Yeor 
(Type or print) alba DEATH 6. 19 
6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED Qa] 8. DATE OF BIRTH 9. AGE (in yen [IFUNDER 1YEAR] If UNDER 24 HRS. 


W wiboweo I] —_—oovorceo [J 6/ 13/. 1889 > 69 ye. pen eer: id date 


1c. USUAL OCCUPATION, kind of work done! 10b. KIND OF BUSINESS OR INOUSTRY | 11, BIRTHPLACE | (Slole or foreign country} ¥. CITIZEN OF WHAT COUNTRY? 


during most of working lite, even if retired) 
on, Md U.S.A. 


13, FATHER'S NAME |. MOTHER'S MAIDEN NAME 


John Kalbaug! Elizabeth Bever ——— 


15. WAS DECEASED EVER IN Te ab FORCES? }16. SOCIAL SECURITY NO. } 17. INFORMANT aE g tb 2g Ma 
urg, . 


Yes, ne, ar wninawn) [It yas, give wor or dates of vereice) 
to | “None 14-1609 | Mrs, James Hanna, 32 Bealls Lane,(Siste 
10. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c).} WEEN 


ONSET AND DEATH 
TART DEATH was CaustD RY Coronary Occlusion __ | Sudden_ 


a. DUE TO 

Conditions, if ony. which __ Coronary Sclerosis 
gove rise to immediole couse. 

{0}, sloting the underlying( PUE TO 

couse fost. 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19, WAS “AUTOPSY a 


PERFORMED? 


es NOM 


20a, EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
PRIMARY Oer yee ee a 
CAUSE OF DEATH 


0c, TIME OF INJURY Month, Doy. Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, bein 120f. (City of town) (County) ——=—«(Stote) 
Hour 9, m. While Neh while factory, street, office bidg., etc. 
pom. ” ol work [] ot work (J : 


21. I certify thot | toak chorge of the remoins described obove, held on Autopsy {], Inspection [X Inquiry [and in my 
opinion deoth resulted from: Natural causes ©. Accident C1. Suicide [[], Homicide (1. Undetermined manner Oo 
) v 


MEDICAL CERTIFICATION 


4) , 4 
ACTUAL DATE SIGNED 
SIGNATURE fe_AAL ol Lut .D. CHIEF MEDICAL EXAMINER [[] 


ASSISTANT MEDICAL EXAMINER [[] 
EXAMINER 


Named Benedict Skitarolic, M.D, #vty mebicat exmner Oe July _ 6, 1958 __ 


We. BURIAL, CREMATION, |22b. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or co 
REMOVAL (Specify) 
al | '7-Om} 0 


23. FUNERAL DIRECTOR'S SIGNATURE Hafer Funorai Home 


Li 


FOR STATE 


HEALTH DEPT. 


Page 


etained Far’yaur files. 


a f 
Fite poges 1 and 2 with the Stote Baord of Health, 


lay is necessary. please 


‘uneral director. 


o 
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within 72 hours ofter death. 


form PM3. Page 5 may 


certificate should be executed within 24 hours ofter death. 


6 


4 should be forwarded ta the Chr 


jedica!l Examiner's Office along with 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


ar its designoted agent, prior to buriol, cremation, or removal, and in any ev: 


TO DEPUTY MEDICAL EXAMINER: 
execute the certificate, writing th 


5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7477 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 07484 


Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
* o. COUNTY 
. MARYLAND @. STATE b. COUNTY 121 egan: 
b, CITY OR TOWN (it outude corporote fim, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
ond gis sae We) 70 
gia 
umberla _ | 85 Gieperiang ‘ - 
d. NAME OF HOSPITAL OR INSTITUTION (if nat in hospitol, give sireet address) d. STREET ADDRESS [ pia 3 
O6.Park Street .__________ll 206 Park Street 0 "SO NOM 
3. NAME OF it Middl. 4. DATE 
DeeEASD. Te First iddle Kell oa bar Month Day Year 
{Type or print Géorge Washington _ vam July 21 \9 58 


8. DATE OF BIRTH 


May 10, 1873 


6. COLOR OR RACE |7. MARRIED (_] NEVER MARRIED [] 


Whi te widowen [2 —pivorcéo [) 


9 AGE (im yeon  [IFUNDER IYEAR] IF UNDER 24 HRS. 
Leneithslon) Months] Days | Hours | Min. 
85 


10a, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) h2. CITIZEN OF WHAT COUNTRY? 
wieey of working life, even if retired) @ 0 
etire vern Owner Maryland _ t _¥.s._ 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ler _Mary Beall_ ~ een ey 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
[Yes, ne, oF unknown) (Nf yes, give war or doles of service) 
‘ahaa 214-05-8122 Claude S$. Keller Cumberland, Md_ 
18. CAUSE OF DEATH [Enter only ane couse per line for (a). {b). ond (c).} INTteVad attvvects 
T 1, DEATH SED BY: 
PART DEAT MPDIATE CAUSE) Coronary Occlusion ; udden 
YUHo! DUE To 
Conditions, if ony. which or Coronary Sclerosis 


Gave rise to immediate coure 
{e), stoting the underlying( OUE TO 
couse lost. a a 


PART Ht. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO. THE TERMINAL DISEASE CONDITION. Givi IN PART Tay} 19. WAS: AUTOPSY 
aide 4 PERF ORMED?, 
Emaciation ves] Noh 


‘200. EXTERNAL CAUSE WAS 
PRIMARY (] of CONTRIBUTING 
CAUSE OF DEATH. 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 


MEDICAL CERTIFICATION 


* = a — 
20c. TIME OF INJURY — Month, Dey. Yeor [20d INJURY OCCURRED [70c. PLACE OF INJURY (Home, farm, + 20f. {City or town) {County} {Stote) 
Hour 0, m. While Not while foctony. street. otfice tidy) ec.) 5 
pm, 9 ot work [] ot work , 
21. L certify that I took charge of the remains described abave, held an Autopsy (], Inspectian [4 } Inquiry [*} ond in my 


opinion death resulted from: Natural cnuses [KJ]. Accident [[], Suicide (1, Homicide (J. Undetermined manner Oo 
? 


. 7a 
ates DATE SIGNED 
SIGNATURE. he A~ Ath / M.p, CHIEF MEDICAL EXAMINER [7] 


ASSISTANT MEDICAL EXAMINER [1] 


Rane ines Benedict Skitarelic, M.D. DEPUTY MEDICAL EXAMINER [> » July 21, 1958 


Pd 
= 
a 
= 
ES 
Be 


72d. LOCATION (City, town, or county) —s«(Stole) 


Cumbe eways i 
24o, REC'D BY REGISTRAR | 2: BREG! 'S SIGNATURE 
oe MUL? 3 58 A REAL A 


Zo. BURIAL, CREMATION, [226. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 


Burial” | 7/24/58 RoseHill 


73. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ¥ 
g CERTIFICATE OF DEATH sep. vin, nt 2489 


IF UNDER 24 HRS. 
Hours Min. 


~ ss 
oo. z = ie ec alias r;” bela pete (Where deceased lived. If institutian: Residence before admission) 
2 i] Re $: b. COUNTY 
Seeks Allega MARIAN? || G40 Maryland Allegany 
es a] » b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN ([f autside carporate limits, write RURAL and give neorest town) 
8 g oe RURAL ond give necres! town) 4 
eee CT Cunberland 15 Days Cumberland 
2 t! 2 d. NAME OF HOSPITAL [If nat in hospital, give stree! address) d. STREET ADDRESS e. IS RESIDENCE 
cs) be abt OR INSTITUTION, e, ON A FARI 
252 acred Heart Hospital 600 Green St. ves] No 
2 i 5 3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
Sah? 3 (Type er print) Nancy 2 Catherine Kimes DEATH July 14 1958 
oO 
S 
* 


‘a 


Fs. 


Boge 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE Cie IF UNDER I YEAR! 
. sLbirthday} De 
m ) }Zenale Unite —_|weoweyT —_oworceo | Sept.10, 1872 = er 
"3 


Tt. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


18, CAUSE OF DEATH [Enter anly one couse per line for (a), (b). and (€).) 


PART !. DEAT! : i i 
DeaTi was causep er Cerebral Thrombosis, left hemisphere 


x DUE TO. 
Conditions. i ony, which w Cerebral and Generalized Arteriosclerosis 


Gove rite to immediote 
cause (a), stoting the under. ( DUE TO 


INTERVAL BETWEEN 


one a ee 


Years 


a 100. RAORL Secu (Coe kind 7 Se | 10b. KIND OF BUSINESS OR INDUSTRY 
juring most of working life, even if retir 

e Housewife Own home Oldtown, Maryland iA a 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
: Francis Darke: Miranda t 
2 2 WAS: pede a! IN U. S. ARMED fie ts 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

far. 90 Of unknown] (11 yes, ge wor or dotes of service) 
5 No | None Mrs.iGuysJ. Spear 609 Greene St., Cumb. Md. 
& 
a 
S 
= 


ransit permit. 


, crematian, ar remaval, and in any event within 7: fier di 
Pemay 


cate has been signed by the attending physician and campletel 


CHAN: The law requires that the death certificate be executed with: 


€ lying couse lost. e) 
a a Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) } 19. Neepatones 
> = 2 
482 3 Pyelitis ves 1] No fd) 
ie 3 = 200. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port II of item 18.) 
BS & | OR CONTRIBUTING C} CAUSE OF DEATH 
og & [VF EITHER, NOTIFY MEDICAL EXAMINER) 
2 
oS 3 & ]20c. TIME OF INJURY “Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (tote) 
Escg 5 Hour a. m. Weniieie. Sonic omnis foctary, street, office bldg., etc.) ! 
Zaz? 2 p.m, 19 lot work (J ot work [J ' 
eo & 5 
Qos ws 21. | certify that | attended the deceased from__June 29, _, 19.58_, taduly lu, __. , 19.58. that | last saw the deceased 
B2z32 
Zee % a3 alive on_w- b . 8 17_PpM, fram the couses and an the date stated abave 
z = os ADDRESS (Street, city or tawn, state) DATE SIGNED 
42507 . 
ayes Senatun wo. Algonquin Hotel, Cumberland, Maryland, 
€aze 
E585 PHYSICIAN'S 
Soaes ! NAME (Type) and F. Doerner, Jr. 
Se | RULE ee a eee ee 
Fd 3 z Be i“ Na. puaae EATON: 2b, DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. tawn, or county) (Stote} 
>> &* VAL (Speci! : A . 
S iM etic urd TLT/S58 Hillcrest Burial Park Cumberland, Maryland 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR 2ab. REGISTRARS SIGNATURI 
4 
OED) Hl, Wayne George Cumberland, Md. oar JUL1 9 58 é 


15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7522 CERTIFICATE OF DEATH ves. 0. nl 486 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 


° SAE Maryland S COUNTY Allegany 


call 


1, PLACE OF DEATH 
a. COUNTY 


ed with 


Allegany 


b. CITY OR TOWN (If autside corporote fi 


its, write | ¢, LENGTH OF STAY IN Ib 


S. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 


ae 

ee 

os 

oe a 

= Be A c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 

a g cal RURAL ond, give nearest tawn) ik Cc 

® $2 t. ¢ 4 Cumberland Rte # 4 Cumberland 

Sk ere d. NAME OF HOSPITAL (IF not in hospital, give street addi d. STREET ADDRESS 1S RI NCI 

3% £5 a) OE RGTIUTION ee ate aeenaeare) 4 Road © Oniea PARNE 

aS Oldtown Road | Oldtown Roa ves Pf NOC] 

Seteis 3. NAME OF First Middle low 4. DATE Month Doy Year 

ee? (Type-ariprint) Leona Maud Knippenberg | Stam July 1; 19 98 
é 


7. MARRIED [] NEVER MARRIED [] 9. AGE (in yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 


to eo Months] Doys | Hours | Min, 
yn. 


Female White 


wiooweo {i} bivorceD [] 


April 18, 1882 


Wa. USUAL OCCUPATION {Give kind af wark donej 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


= 
> 
Ag 2 
3 207 during most of warking life, even if retired) a 
Hi liousewife Own Home Irons Mt. Md. U. S. A. 
ay I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 John Irons Candace Dickens 
z * WAS, pee EASED ~~ U. $. ARMED rocey 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
oun. or etiaown) | UF yeu, Gve wor or dates of sereica ; 
No ae None irs, James R, Hatfield La Vale, Maryland 


INTERVAL BETWEEN 
ON) A 


NO Ale 


18. CAUSE OF DEATH [Enter only one cause per line for {a), (b). and VD 


. 
PART |. DEATH WAS CAUSED BY: ie 
IMMEDIATE CAUSE (a). aa Soa 
yy AO, |} DUE TO - 
Conditians, if any, which ee nES 


Then please remave corban papers. 


5 
8 
= 
o 
8 
a) 
© 
£ 
3 
= 
$ 
iS 
Le 
: 
z 
2 
e 
2 
= 


é gave rise to immediat om 
E ve rise to immediate 
& couse (0), stating the under- ( OVE TO 
cel lying cause lost. ©) 
38s * Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)[19. WAS AUTOPSY 
ave fe} HIP: PERFORMED? 
> af - 
ae J\s ves no) 
aires i | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of stem IB.) 
Soe & JOR CONTRIBUTING LC] CAUSE OF DEATH 
2 © | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
= © & [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) {Stote) 
a Hour 0. m. While Not while factory, street, office bldg., etc.) | 
2 Jot wark [1] ot wark i 


‘ate has been signed by the attending physician ond completel; 


, cremation, ar remaval, and in any event within 72 hours oft, 


WEY ta_ poet that | last saw the deceased 


.M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


236 Vas Aves, WELO-Y 


rvsian'’s Dr, Clay E. Durrett Cumberland, Nd, 


NAME (Type) 
20. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY (OCATION (City, town, or county) (State) 


7/10/58 Davis Nemorial Cemetery | Cumberland, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR pO REGISTRAR'S SIGNADURE 
li. Wayne George Cumberland, Md. pate JUL 1 1 ‘58 ji tek 


may be retained by the hospital or 
TO FUNERAL DIRECTOR: After this ¢ 
page 3 should be detached far use 


the registrar prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VS ANS (4) 
1SM 10/57 


td with 


24 hours after death. Page 4 
fed in by the funeral director, 


leath. 


Then please remove carban papers. Pages 1 and 2 should’ 


ing physician. 
cate hos been signed by the attending physician and completel 


¢ burial-transit permit. 


the registrar prior ta burial, cremation, ar remaval, and in ony event within 72 hour; 


may be retained by the hospital of 
poge 3 shauld be detached for use os 


TO FUNERAL DIRECTOR: After this ¢ 
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VS AIS (4) 
15M 9/58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


75L3 CERTIFICATE OF DEATH wnion hl DD 


1, PLACE Sonneal dala ae bo dae tyatnd a (Where deceated lived. If institution: Residence before admission) 
pied Allegany maruno |} °° Varvland COUNTY Allegany 


b, CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY JN Ib ¢. CITY OR TOWN (IF outside cosporote limits, write RURAL and give nearest town) 
RURAL ond give nearest tow eas 
Moret timberland |50 Years ~ Rural Rt 2 Williams Road 
d. NAME OF HOSPITAL (If not in hospitol, give street address} d. STREERADDRESS: e. IS RESIDENCE 
g INSTITUTION ON A FARM? 


Residence Rt 2Williams Road Rt Williams Road ves) nox) 


3. NAME OF First Middl t 4. DATE 
NECEASeD ‘irst idle: lost Month 


Day Year 
{Type or pin) Louis John Laber | Siam July Zo ye 


5. SEX a asnt oF oS 7. MARRIED A] NEVER MARRIED [[] | 8 DATE OF BIRTH 9. AGE ( cna IF UNDER YEAR] IF UNDER 24 HRS. 
irthdoy’ = 
Mele wioowenf] —ovorceo tt] | Feb 20 1901 ae) a Days | Hours | Min. 


Io. Isat Secon (Give kind ef ool Cee 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
luring most o| rai 
omachinigt “" Allegany Ballistp Sckhart Md USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Laber Annie Kroll 


Lissa eal cai SOCIAL SECURITY NO. | 17, INFORMANT ‘Address 
fas, no, oF voknawn} Yer, Give wor oF dates of vervice) ‘i : “ at 3 ; 
No pl 7-10-4953| Mrs Margeret Laber Williams Road City 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (€)-] 5 : INTERVAL BETWEEN 
PART §, DEATH WAS CAUSED BY: fs JAP eke De OE ey a ag) : hanasen ce WS 
IMMEDIATE CAUSE (o] i Gbe7 © $  E <4 ot C64 KMS Yel & 
DUE TO y ve Z. : 
Conditions, if ony, which CLt rhecic Gy ae ete Cot Dr 
gove rise to immediote 


cotse (0), stoting the ynder- Key ve i% cet (H re Oprtecerla ke 


lying couse lost. 


A 


Loh LFCFRE 


Past Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING. TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19.. rene 


es, $C gt ae te A ( Kovtwh 0-8/2 hf ‘Ly 41 ysl] xo 


200. ACCIDENT WAS UNDERLYING (]_ [20b. DESCRIBE HOW. INJUR¥-OCCURRED-(Enter nature of Infury-tr-Port+ or Portit-of item 18,) cy 
OR CONTRIBUTING LE] CAUSE-OF-DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY iHome, form, § 20F. (City or town) (County) (Stote) 
Hour. m, While. Not ite __—}-—focloty street,-office bldg.--ete:}+- 
p.m it work [J ot work 


21. | certify that | attended the deceased from._. : 26__, 19.SA.,that | lost saw the deceased 


alive on-line 7, 195: PIED 


_. and that death peared at_Z ---4-M, fram the causes and an the date stated abave. 
7 ADDRESS (Street, city or town, stote) bg s¥@neD 


a CEE. Ate SL 2 


mivucians COLISSKASINL ; 
Tie. aye. Al, me Zic. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City. tawn, or county) (Stote) 
Nort |yAly 30 195¥ilicrest Burial Park | Cumbepla | 
NaTugy /7 ‘ADDRESS io. eyregigtean {{ ahy. RecistraR 
PT ecgen Pee Pe Cumberland, Md. te i 
ait aa, 


MEDICAL CERTIFICATION 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7499 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: nce before odmission} 


0. COUNTY STATE b. COUNTY 
z Md. “Allegany 


07488 


Dist. No. 


x= 

man 
>o 
7 


MARYLAND 
b. CITY OR TOWN (it ovtiide corporste timits, write RURAL c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate i write RURAL ond give nearest town) 


‘ond give nearest town) 


rostburg ss 5 hrs. | ostburg 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospito!, give street oddress) |. STREET ADDRESS ; a e. 1S RESIDENCE 
. 


‘ON A FARM? 
—____________||_49_E._Main__Street So ae 


3. NAME OF Fie Middle Lost 4. DATE Month = ~ Yeor 
DECEASED. ny 
{type or print) dre Jane __ Lancaster gla July __ 1958 


$. COLOR OR RACE [7. MARRIED o NEVER MARRIED. 8. DATE OF BIRTH 9. AGE tm ron [IF _ a IF UNDER 24 HRS. 
A ‘Months | * wal en Min, 


We widowed [] ovorctO | June I5-] I958 Blin: xe wks. 


10a. USUAL OCCUPATION ive kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) V2. ur | OF WHAT COUNTRY? 


during most of working life, even if retired) 
Frostburg,Md, _ Ue. Ss a, 


13. FATHER'S NAME ~ 14, MOTHER'S MAIDEN NAME 


) Leon Lancaster _ Mary Joe Binnix 


His. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT 


. Page 


‘aur files. 
of Heotth, 


lay is necessory, please 


ny 


‘uneral director. 
‘~) 


x 


ending” in pencil in lem. 18. Give Pages 1, 2, ond 3 ft 


File pages 1 and 2 with the Sta 


form PM3. Poge 5 may 


ita Frostburg 5 M a 
- | Leon Lancaster, 49_E,. Main St. — - 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). i. (el. 1. Ita taerwetr, 

PART |, DEATH WAS CAUSE! 


WMeat cAvse(o) Subarachnoid hemorrhage 


s 30 X DUE TO 
Conditions. if ony, which oy Congenital 


Gove rise to immediote cove 
{o), stoting the underlying{ CUE TO 
couse lost. (c}. 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDIT! EN IN 19. WAS AUTOPSY 
—! PERFORMED? 


ves no 


{ 


€ 
8 
7. 
é 
r-) 
< 
3 
3 
3 
& 
2 
2 
8 


ledical Exominer’s Office clong with 


TO FUNERAL DIRECTOR: Page 3 shauid be used os a buriol-trensil permit, 


PRIMARY () or CONTRIBUTING 2) 
CAUSE OF DEATH. 


dc 


20a. EXTERNAL CAUSE WAS ibe DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Part Il of item 18) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 10, (City or town) T (County) —=S*« Stove) 

Hour 6. m. While Not while faclory, street, office bldg.. etc.) | 
pom. i ot work [] of work [J ' 

21. Vcertify that | took charge af the remains described abave, held an Autapsy [{J. Inspectian (Inquiry K]. and in my 


opinian deoth resulted fram: Natural causes [Accident [[], Suicide [[], Hamicide (J, Undetermined manner (_] 


r fy 
TUAL J DATE SIGNEO 
PP Oe Dew D. CHIEF MEDICAL EXAMINER im} 


ASSISTANT MEDICAL EXAMINER [| 
EXAMINER'S. 


namt(bee) Benedict Skitarelic, M.D, orvTmemcaeammepg July 23, 1958 _ 


|220. BURIAL, CREMA' CREMATION, 2b. DATE THEREOF Tic, NAME OF CEMETERY OR CREMATORY _ ‘22d. LOCATION (City, town, oF county) (Stote) 


urd a Specil y) 

=85-1858_ gaFep Ponorat Bowe RRP Resaes song 
8 D3 bale Yio 

og ae Oe ga 


MEDICAL CERTIFICATION 


or its designoted agent, prior to buriol, crematian. or removal, and in ony event within 72 haurs ofter dea 


execute the cerlificote, writing the 
4 should be forwarded to the Ch 


TO DEPUTY MEDICAL EXAMINER: 


ostburg Md. 


MARYLAND STATE DEPARTMENT OF ies 18 


7479 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0748 9 
FOR ST. ee 9. Dist. No. 
HEALTH * |), PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before odmission) — 
COUNTY 
H 2. : Allegany marvano || ° SE Marytand b. COUNTY Allegany aN 
a°2 a B. CITY QR TOWN i ene corport nin we HNL ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (if outside corporote limits, write RURAL ond give neotes! town) 
ope ond give deere! town 
535 Reel Cumberland, De O. Aw 4. Cumberland, F. 
$ = # d. NAME OF HOSPITAL a INSTITUTION (tf nol in hospilol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
gos of 4 ON A FARM? 
S32 Sacred Heart Hosp. 26 Schiller Terrace ves) No 
228 oot TR et de. eS — as pate = {eS 
Bes 3. NAME OF Fit Middle Lost . DATE Month Ooy Yeor 
ce DECEASED OF 
6 (Type or print) Frank Lawrence Lindner mel July Ty 19 58 
: 5. SEX 6. COLOR OR RACE |7. MARRIED JA] NEVER MARRIED [_]| 6. DATE OF eIRTH 9 AGE ieyeo [iF UNDER TYEAR] IF UNDER 24 HPS. 
; int bi : 
= Male White wivoweof]} —ovorceo | April 17, 1893 Cote in| see] oe en | ee 
106, USUAL OCCUPATION (Give kind of work done] 10. KIND OF BUSINESS OR INDUSTRY [11, are (Stote or foreign country) 2, CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
Botlermaer Be & O. Bye Cumberland, Maryland | Us. Se Ae __ 


19. FATHER'S NAME 


Lawrence Lindner 
15. WAS DECEASED EVER IN U MED FORCES? |16. SOCIAL SECURITY NO. 


We, no. er unknown) datas of service) 


14. MOTHER'S MAIDEN NAME 


Catherine Schroder 
17. INFORMANT 


Ma. 


Addie Cumberland, 


within 24 hours after death. 


ye 
ree 705-12-2368 | Mrs. Buna J. Lindner 26 
18. CAUSE OF DEATH [Enter only one caure per line for (a), (b), ond ().) ” — © "4 INTEEVAL ay wet = 
PART DEAT ESTATE CAUSE to) Coronary Occlusion Sudden 
DUE TO 
if ony, which bo Coronary Sclerosis : 
gove rise 10 immediote courel - — < 


lo), stoling the undertying 


couse lost. ( 


oe 
Zin 
oe 
as 
‘2 
52 
Ped 
of 
=S 
Cs 
3 5 
ee 
28 
=6 
cw 
er | 
3s 
8 
g- 
“ee 
ew 
os 
et 4 
a 
4 
om 
Ss 
ag 
3 
: 


€ 
x) 
o 
=z 
‘So 
2 
5 
9 
a 
= 
2 
G 
© 
€ 
= 
: 
~ 
2 
= 
5 
3 
& 
° 
a 
# 
= 
ia 
ry 
a 
€ 
2 
3 
5 
2 
° 
my 
6 
2 
$ 
3 
= 
3 
8 
23 
Si 
° 
© 
D 
o 
2 
g 
° 
= 
oo 
4 
3 
6 
3S 
< 
e 
& 
z 
=] 
= 
o 
= 


is certificate should be executed 


é PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOrSY 
“ an. a sae RFORMED? 
O ves O noxy 
: 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enier noture of injury in Port | or Part It of item 16.) 
D co | PRIMARY CL) of CONTRIBUTING (J 
: 3 | CAUSE OF DEATH. 
= = — 
——- 3 [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, for 12 H oe {City or town) (County) (Stote) 
4 8 Hour 9, m. While Not while foctory, street, office bidg.. 
3 p.m. 19 ot work [J] at work [] 


21. L certify thot I took charge of the remoins described above, held an Autopsy (_], 


es f. Accident (], 


Inspection fi. Inquiry i. and in my 


opinion death resulted from: Natural Suicide [], Homicide [[], Undetermined monner [_] 


CHIEF MEDICAL EXAMINER {7} 2 ee 


ASSISTANT MEDICAL EXAMINER {1} 
M.D. DEPUTY MEDICAL EXAMINER Ja] 
‘ir Tue OF CEMETERY OR CREMATORY 


ACTUAL 
SIGNATURE _ 


EXAMINER'S 
NAME (Type) 


To. BURIAL, C REMATION, | 


Benedict Skitarelic, 


[7b. DATE THEREOF 


July 7, 1958 


Jad. LOCATION (City, town, er county) 


“(Stote) 


“3 
iy 
a) 
5 
2 
& 
5 
fe 
E 
£ 
é 
i 
$ 
: 
5 
e 
5 
ag 
uv 
+ 
° 
rd 
2 
: 
. 
so 
€ 
2 
S 
E 
4 
bi 
2 
5 
. 
2 
= 
2 
= 
a 
3 
e 
a 
°° 
Bd 
3 
° 
2 
2 
5 
7. 
‘a 
5 


4 should be forwarded to the Ch 


execute the certificate, writing th 


TO DEPUTY MEDICAL EXAMINER. 


Vi Burved” 7/10/58 S. 5, Peter & Paul's Cumberland, Maryland od 
fe 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘24a. REC'D BY REGISTRAR Qa REGISTAAR'S SIGHTATURE 
pie k / H. Wayne George Cumberland, Md. vate JUL 1 7 = Chntaccn A 


—_ 


7 3 
o 5% 
8 & 
a = 

er 
£36 
g 35 
a? ot 
is} Sas 
= ge . 
° + 2) ray 
ens é 
S$ fy : 

ce 
2 £6 

Oo 
ae 
is | 

3 
2 oD 

8 
é 


Then please remove corbon popers. 
death, 


ate has been signed by the ottending physicion ond completely 


ing physician. 


IAN: The law requires that the deoth certificate be executed with 


@ 


TO FUNERAL DIRECTOR: After this cel 
gs the burial-transit permit. 


|, Sremotion, or remaval, ond in any event within 72 hoy 


ed by the hospitol or 


poge 3 should be detached for use 
the registror priar to buri 


& 
© 
2 
> 
co) 
& 


TO HOSPITAL OR ATTENDING PHYSICI, 


VS ANS (4} 
15M 10/57 


oT tea ceueARYLAND STATE DEPARTMENT « OF F HEALTH—BALTIMORE, 18 07490 
™m ilmre 
9. CERTIFICATE OF DEATH me 


2. biel RESIDENCE (Where deceased lived. If institution: Residence before yeni 


b. county ALLEGANY 


«. CITY OR TOWN (If outside corporote timits, write RURAL ond give nearest! lown) 


on 


. PLACE OF DEATH 
at LLEGANY MARYLAND 


b. CITY OR TOWN {If outside corporole fimils, write | c. LENGTH OF STAY IN Ib 
RURAL ond give*heares! town} 


CUMBERLAND \_DAY BARTON, 
da. eRe UTIOR es (If not in hospitol, give street oddress) d. STREET ADDRESS e. % eee 
IN ARM’ 
MEMORIAL HOSPITAL j — ves E] No 
3. NAME OF r First Middle Lost 4. DATE Moni Yeor 
DECEASED OF 
tyes een) MILDRED MAY MAC DONALD | San, JULY’ ce 
5. SEX 6. COLOR OR RACE |7. MARRIED [XM] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE fin ye xeon IF UNDER 1 YEAR] IF UNDER 24 HRS 


Min. 


MALE WHITE wow] ovorceo] | FEBe 11-1917. Ley, 


Wa. USUAL OCCUPATION (Give kind of work eae 10b. KIND OF BUSINESS OR oe BIRTHPLACE (Stote or foreign country) 


12. CITIZEN Of WHAT COUNTRY? 
during mos! of working life. eyen if retired) 


Mase Own Heme RV) an 194 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
THOMAS BEEMAN MAUDE STEWART 
Wee eee ae SOCIAL SECURITY NO. |17. INFORMANT Address 
| MEMORIAL HOSPITAL=MEMORIAL & WARWICK AVES. 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond Cotiak 
PART I. DEATH WAS CAUSED BY: 
5 IMMEDIATE CAUSE (o} 
4 DUE TO at Ke 
4 
Conditions, if any, which “ ee 5 Lon a4 sees!) 
gove rise to immediote z: 
couse (0}, stoting the under. ( DUE TO 
lying couse lost. ey i 


WA a AM 
te) AND DEATH 


3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[19. WAS AUTOPSY 
i 

3 ves [] No &} 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Por! | or Port I! of item 1B.) 

& | OR CONTRIBUTING 1) CAUSE OF DEATH 

© | (VF EITHER, NOTIFY MEDICAL EXAMINER} 

= —_ 

& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY ran form, | 20F. (City oF town) (County) (Stote) 
3 Hour 0. m. While Not while foclory, street, office bldg., etc.’ 

Ea p.m. 19 lot work [7] of work 


21. | certify that | attended the deceased fram._____ $44 3 19 ee oe 2ei5 og of eee ae, 19.$ Sthot | last saw the deceased 
es 


clive an 2 ZL... and that death accurred at.) 15 Aa, fromthe causes and an the date stated abave. 


) ADORESS (Street, city or town, stote) DATE SIGNED 
ACTUAL . VY, 
SIGNATURE. thas Otm M.D. e tnd._§. 3 


CNSEIAN'S DR. VAN ORMER 19? §. Oh HF. 


ETERY OR CREMATORY 
Ok, LAF A391 14 LY fil 

Tao, REC'D BY REGISTRAR | 24b. REGTRAR'S SIGryATURE 
EMITS cy, ome JUL 11 °58_| (py f f 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
@500 CERTIFICATE OF DEATH 


07491 


Reg, Dist. No. 


& 1 Ba et 2 Were (Where deceased lived. If institution: Residence before admission) 
2 £2 # Allegany marviano |] & Md. PCOUNTY Allegany 
£ One. b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
ig Se RURAL and ive neores! town) , 
2 $2 esternpor 9 Yrs 4/2Westernport 
2 2 - d. NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
° bth? OR pee ON A FARM? 
eas 22 Church St, 122 Church ves] nox} 
63 2 5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
Ir ie (ype or pin) §= Francis Burke McMillen beard = Jul 4 8 
4 
» SEX . R OR RAL 7. ATE OF BIRT! 9. AGE (1 
3 } ae 6 eae OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF 8IRTH ae fines 
‘ Male White wiboweo [] oivorceo(Q] | duly 2, 1888 7O_ ys. 
g. 100. USUAL OCCUPATION {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ss during mogt of working life, even if retired) a 
a8 Wood= inspector Paper Mill Nester (ny, - U.S.A 
aa 
8 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
te Robert McMillen Agnes Aaron 
g 3 17, INFORMANT Address 
I apie boi Geaietey —e1 W seghew er or darn of ste, 


15. WAS DECEASEDEVER IN U, $. ARMED FORCES? |16. SOCIAL SECURITY NO. 


0 212-241268 | Mrs. Francis MeMillen-Westernpo } 
18 CAVE GF DEAT (Ene oo com PO Deo dikis dus) Atyrcerdip gene SEE 
IMMEDIATE CAUSE (0 & AC [oYEM LAN 


won 


s that the deoth certificote be executed with 


cate hos been signed by the oftending physicion and complete: 


Zo. lids Cine 2b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
MOV, pecify) Z 
Burfat 8 Philos Cemete Westernport Ma. 


R 
‘s 
<4 
‘3 
Se 
ee / DUE T 
ra ns, if any, which e Arter aS le resis SHELL 
3 Eo gove rite to immediate 
4 as couse (a), stoting the under. ( DUE TO 
a § ay) lying couse lost. {c) 
ce eee 3 Farr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
22HFES = 
2oss 8 ty s ves (] Nop 
are © 200. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injry in Port oF Port I Of item 18.) 
eS es. & | OR CONTRIBUTING LI CAUSE OF DEATH 
eos & | (iF iTHER, NOTIFY MEDICAL EXAMINER) Nome 
"Bs 5 S [20 TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome. form, | 20F. (Cily or tawn) (County) (Stote) 
eters 8 5 ra Hour @ ty [While Not while Rectory ai reatoeortree, Bie «<@!es)t 
ora = p.m. jot work [} at work (] ! 
ere 7 
re ae os 21. | certify that | attended the deceased fram, U/! Bel. ia Wi ‘s 9.53. to.) 4}, 19 2f..,that | last saw the deceased 
r= zoe 2 . 5 
a ‘< 3 : alive an______. Ty ft ims 2 Tae and that death accurred at. 2I0AM, fram the causes and an the date stated abave. 
E =6 Be ; i ADDRESS (Street, city or town, stote) DATE SIGNED 
<5 0. ACTUAL wh 
ape ss SIGNATUR Mo. z 2d ¢ Tele §. By 
Ofara | $ 
he ee PHYSICIAN'S - 
is eas g NAME (Type ie aM 
BZSYoOR 
O55 e2 
= ee 3 2 
ee 23. FUNERAR DIRECTOR'S SIGNATURE? re PORES ‘ a. REC'D 8Y REGISTRAR | 24b. REGISTRAR'S SIGNATUR, 
inl A, Westernport, Md,’ Q ¥: 
1SM 9/55 a - Z LUA _ 4 OATE “919 6 { part ~ 


=’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


ie 51 CERTIFICATE OF DEATH aes. ois. no OS492 
& “3 1, PLACE eer * 2 UBUAL peace (Where deceased lived. If institution: Residence before odmission) 
8 °. °. 
= se Allegan SESE ‘Maryland *NY Allegany 
rs a b. CITY OR TOWN (if outside corporote limits, write |. LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ao RURAL ond give neorest town) 
Sa Frostburg 4 Weeks % Midlothian 
2 2 d. NAME OF HOSPITAL (If nol in hospitol. give street oddress) |. STREET ADDRESS e. 15 RESIDENCE 
co) * OR INSTITUTION f ON A FAR 
BBS Miner's Hospita ves [J No. 
2 5 3, NAME OF First Middle Lost 4, DATE Month Day Yeor 
a — DECEASED OF 
5 ft (ype oF print) Elizabeth Walker Merrill | cam July 22nd, 1958 
: 5. SEX 6. COLOR OR RACE | 7. re NEVER MARRIED [] |B. DATE OF BIRTH 9% AGE {In er IF UNDER | YEAR] IF UNDER 24 HRS. 
ost Bi Y! Month: Do: Hour: in. 
Female White _|wwowe ovorceo 1} | Nov.23rd,1880 co i eat a ie. 


during most of working life, even if retired) 


Housewife 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country} 
Own housework 


12. CITIZEN OF WHAT COUNTRY? 
USA 


Scotland 


13. FATHER'S NAME 


William Walker 


14, MOTHER'S MAIDEN NAME 


Agnes Speir 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Fas, 20, 0 unknown) UF yer, give wor or dates of service) 


None 


16. SOCIAL SECURITY NO. i INFORMANT 


Mrs. Henry Atkinson, Midlothian, Md. 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (<).] 


PART I. DEATH WAS CAUSED BY: 
4 ©) IMMEDIATE CAUSE (0). 


DUE TO 
Conditions, if ony, which b) 
gove rise lo immediote 
couse (0), sloting the under- 
lying couse lost. iF 


Then please remave carbon papers. 


& 


INTERVAL BETWEEN 


ONSET AND Le 


Capron pechuatpe) 
Banh: : : 


PERFORMED? 
ves) NO 


Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19, WAS AUTOPSY 


200. ACCIDENT WAS UNDERLYING 0) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


cate has been signed by the attending physician ond completelysztied in by the funeral directar, 


ding physicion. 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 


MEDICAL CERTIFICATION 


, cremation, or remavol, and in any event within 72 hours after death. 
\ 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour 0. m. While Not white 
p.m, 19 fot work (of work J 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S: 
NAME (Type) 


|_[NAME (Type) Ad) es AVIS 
Mo. BURIAL, ieee 22b. DATE THEREOF 
MOVAL {! i 
Buriat 7-25-58 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Joseph R. Durst 


4 


moy be retained by the haspitol or 
page 3 should be detached far use os the burial-tran: 
the registrar priar ta buri 

~ 


TO HOSPITAL OR ATTENDING PHYS{CIAN: The law requires that the deoth certificate be executed wi 
TO FUNERAL DIRECTOR: After this c: 


VS A15 (4) \ 
15M 10/57 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) 
foctory. street, office bldg., etc.) ! 
t 


AALS, 19:96, to Aa Ne 


_ ond thét death accurred ot (/240 4M, from tit causes and on the dote stated abave 


2c. NAME OF CEMETERY OR CREMATORY 


F'bg.Memorial Park 
Frostburg, Md. 


{County} {Stote} 


19220 %>,that | last saw the deceosed 


ADDRESS (Street, city or town, stote) TE SIGNED 


ae ae 


22d. LOCATION (City, town, or county) {Stote) 
Frostburg, _ Md. 


24a. REC'D BY REGISTRAR 


DATE 


e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7514 MEDICAL EXAMINER'S CERTIFICATE OF DEATH | 7493 


vA 


FOR STATE 
HEALTH DEPT. « 


1, MACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Retidence before odmission) 
2s 0. CO ‘ 
: Biz - isarvuanp || © STATE Sarvidut b. COUNTY 
ares B. CITY OR TOWN (if ounide corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corparote limits, write RURAL ond give nearest town) 
ers ‘ond give nearest town) ! ee 
Coos aa * 
g335 02 Cumberland _— = 
Sree . STREET ADDRESS e. 15 RESIDENCE 
2F28 F, ‘ft ON A FAM? 
Seas e Rt 2 220. = 740 Greene St. _ 3 OE 
Seve : 
sEgS 3. NAME OF First Middle Lost 4. OATE Month De ¥ 
ase paceasee $ Minnicks a a 
FY 23 Wuneseyy Ronald Lee DEATH y Hs 
Es 5. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIEDIH| 8. DATE OF BIRTH 998 9. AGE tin yeon [IF UNDER TYEAR] IF UNDER 24 H&S. 
= : Tag a Months | Doys | Hours | Min. 
: g Male White wioowen[] —worctoO) | Dec. 22,8889 19 ya. | 
7° aa ive kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
e 
oO. 


U. S. A. 


Cumberland, Md. 
14. MOTHER'S MAIDEN NAME 
Goldie E. Smiley 
17. WNFORMANT Address 
Mr. Russell Minnicks, 740 Greene St. Cumb. 


INTERVAL BCTWEETY 
ONSET AND DEATH 


30 min 


thin 
Loa 


Russell L. Minnicks 
‘AS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. 
inkaown) vi UF you. give wor or dates of service) | 


24 hours ofter death. If a” 


Item 18. Give Pages 1, 2, ond 3 te| 


215-36-8643 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c). ] 
TART DEATH MPOIATE caust (o) ASphyxiation 


ore aspitation of blood 


Conditions, it ony, which (oy 
gove rise to immediote couse 
{0), siting the SUE TO 


ceo torn “een «__Basilar skull fracture iy 


PART I), OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
. MED? 
YES No [7 


in 


in 


"s Office along with form PM3. Page 5 moy 


TO FUNERAL DIRECTOR: Poge 3 shoutd be used 08 a burial-tronsit permit. File pages 


jiner’ 


certificate should be executed with 


d “pending™ in pencil 


ledical Exam 


20c. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. [Enter nofure of injury in Port | or Part ti of item 18.) 
PRIMARY.45] of CONTRIBUTING C] 
: CAUSE OF DEATH. upset automobile 


20c, TIME OF INJURY Month, Day. Yeor —[20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120F. (City er town) (County) ‘(Stote) 


Hour og. m. While Not while factory, slreet, office bidg., etc.) Ma 
° 


: po ide eat MRS Street Rt.220 Near Cumberland, Alleg 
2). Vcertify that | took chorge of the remoins described obove, held on Autopsy KR}, Inspection KJ, Inquiry [Qh and in my 
opinion death resulted from: Notugal couses [_], Accident [XJ], Suicide [, Homicide [], Undetermined monner [] 


4) ‘ ys ’ g 
ACTUAL 4 F DATE SIGNED 
Stine ADesucclicl of fesda belie) mo, <mt we1ea owsnee D 
7 ASSISTANT MEDICAL EXAMINER [_] 4 | | 5 ¥ 
t 


EXAMINER'S: 
NAME (ye) Benedict Skitarelic, M.D. DEPUTY MEDICAL EXAMINERK] 
Yio. BURIAL, CREMATION, | 22b. DATE THEREOF ——~—«dt 2c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (Cif, town, or county) {Stote) 


REMOVAL (Specify) ,. 
Rest Lawn Memorial Gard Md. 
Qt ns a 


MEDICAL CERTIFICATION: 


or its designated ogent, prior to burial, cremation, ar remaval, and in ony event, 


4 shauld be forwarded ta the Chi 


execule the certificote, writing 


Burial July ,7,1958 
23. FUNERAL DIRECTOR'S: rete i ADDRESS . 240. REC'D BY REGISTRAR 
Charles L. George, Cumberland, Md. oarJUL 7 58 


TO DEPUTY MEDICAL EXAMINER: 7? 


< 
é 
= 
a 
= 
iO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


foctory, street, office bidg., ete. 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour on. While __ Not while 
p.m. 19 fot work [] ot work [J 


rom.__> 
= od that debt 
Oe 


21. | certify that | attended the decea pt 


122, 


axa, IPAM, to, 
occurred Ci & 


ot buted, 


PHYSICIAN'S. 


NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION {City, town, or 


oe 


county) 


Mary] 


7 ee ps 1S. F that | last saw the deceased 
4997 from the causes and on the date stated above. 


tT MisehcLoncd: 


DATE SIGNED 


=n &QT CERTIFICATE OF DEATH neo. vis. we. OF494 
sg = Ga OE. eg. Dist. No. 
& : M de Bee Temi a ate peer {Where deceased lived. If institution: Residence before odmission) 
2 Bo] 9. COUN’ 9. STATI b. COUNTY 
* 38 Allegan bie foe! Mar 
= Be b. CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
g 52 RURAL ond give neorest town) P 
2 32 89 g ye mberland 
2 £ = d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
6 a to OR INSTITUTION / ON A FARM? 
2 ae ~ 251 Henderson Avenue ves NOM 
> ae ihsnderson Avenue 
=o 3. NAME OF Fi Middl t 4. DATE 
See Bate os irst iddle los BA Month Day Yeor 
= - (Type or print) John Paul DEATH 27 19 58 
im 8. 3. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= 3= lost birthdoy) [Months] Days | Hours] Min. 
cae ee Male hite _|wirowe My ovorceo LO |g ae @. 1868 a. 
2 € & 4 10a. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
z 3s I during most of working life. even if retired) 
6 Be Re ed ons On worke iM and U.S 
3 js a S 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ese 
» 886 
& Bee John Paul Margaret Kolb 
=o > 1S. WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
=o a (Yer, no, of unknown) (UF yes, give wor or dates of service} 
oN 
a. eee No = ~B69 uM = suphberjand. a nd 
S Des 18. CAUSE OF DEATH [Enter onh edjne for (0), (b), ond ONSET AND DEATH 
B Ess b [Enter only one cause pertine for (a), {b), ond f).] > 
= 2% PART I. DEATH WAS CAUSED BY: 4 nae C, e., Ep el 
a oes 1°) . IMMEDIATE CAUSE (0)_ Zo ae hn ty - ies ME aes e 
es Yaa. s 7 
3 =e? DUE TO 
> 
= fer Conditions, iF any, which o 4 
8s BES gove rise to immediote 
= ieee couse (a), stoting the under- ( DUE TO 
2 ce = 2 lying couse lost, (2) 
_ SS 
228 5° é Part I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
2PoSs = 
2a828 3 vs noo) 
Foe ss = |200. ACCIDENT WAS UNDERLYING C]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port IW of item 18.) 
Sie cee & ]OR CONTRIBUTING C] CAUSE OF DEATH 
25 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= be 
. 5 S 20e. PLACE OF INJURY (Home, form, 5 20f. {City or town) (County) (Stote) 
8 8 
5 = 
fo 
z 
5 
a 
£ 
a 
.3 
= 
a 
g 
fy 
iJ 
° 
ra 


‘© HOSPITAL OR ATTENDING PHYSICIAN. 
moy be retoined by the hospitol or 


TO FUNERAL DIRECTOR: After this c 
page 3 should be detoched for use 


NAME (Type) 
22a. BURIAL, CREMATION, | 22b. DATE THEREOF ‘ec, 
REMOVAL (Specify) 
BUriLa 9 B 


ame MOE stele 
- (23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 24a. ett REGISTRAR 
¥S,A35 (4) Ruth ox Cumberland Maryland ie 


“it, SIGNAT 
IIIT RAIL 


a 


hours ofter death. Page 4 


4 


2. 


& 


ate hos been signed by the ottending physician and campletelferfed in by the funeral director, 


55x 6. COLOR OR RACE | 7. MARRIED [3 NEVER MARRIED [] | ©. OATE OF BIRTH 
dl Male White wiooweof] ——ovorceot] | Feb. 23, 1876 


Then please remove carbon papers. Pages | and 2 shauid be filed with 


the registrar priar ta burial, cremotian, ar removal, ond in any event within 72 hours after death. 


“3 
3 
3 
g 
H 
3 
’ 
) 
2 
$ 
€ 
$ 
8 
7. 
e 
£ 
3 
= 
2 
3 
co 
£ 
z 
2 
© 
2 


€ 
ad 
= 
= 
a 
2 
€ 


page 3 shauld be detached far use os the burial-transit permit. 


may be retained by the hospital or 


TO HOSPITAL OR ATTENDING PHYS{*! 
TO FUNERAL DIRECTOR: After this c 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2515 CERTIFICATE OF DEATH 07495 


Reg. Dist. No. 
1 ede ‘reales 2. Crete cs (Where deceosed lived. If institution: Residence before admission) 
a. UI ° » COUNTY 
Allegany MARYLAND Md. ® COUNTY Al lerany 


b. CITY OR TOWN {if outside corporote limits, wrile  } ¢. LENGTH OF STAY IN Ib 


€. CITY OR TOWN (If outside corporole limits, write RURAL and give neores! town) 
RURAL ond give nearest lown) 


Rueal Barton 82 Yrs Rural Barton 
d. NAME OF HOSPITAL (If not in hospilol, give sireet oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


ves (] No 
3. NAME OF First Middle lot 4. DATE Month Day Yeor 
DECEASEO 
fypeer pint) = JOHN Wesley Porter Siam July 9 19 58 


9. AGE (In yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 
font genden ree 
yn 


Qa. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INOUSTRY| 11. BIRTHPLACE (Slote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


re most of working life, even if retired} 


— 
a 


ner Coal Mine Barton, Md. U.S. 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Porter Isabelle Miller 
15. WAS OECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT o Address 


Yes, ne. oF unknown) II yer, give wor oF dotes of rervicel 


Mrs. John Porter-Barton, Md. 
18. CAUSE OF DEATH [Enter only one couse per line for (o}. (b). ond (Chrome Ahy peer se cs a Aye ert ], se) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {0 Lg 2. as eens & ca 


if OUE TO 


Conditions, if any, which (o) Arbor as e/ eA Osis Heo KS 


gove rite to immediote 
coute (o}, stoting the under. ( CUETO 


lying couse lost. {c) 


3 Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}[19. WAS AUTOPSY 
< yes] No 
& [200. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Fort IN of item 18.) 
& ] OR CONTRIBUTING C] CAUSE OF DEATH 
&G | (i €(THER, NOTIFY MEDICAL EXAMINER) Nm @ 
& ]20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) {Stote) 
& Heures White... Net while factory, sireet, office bldg., etc.) | 
= p.m. 19 lot work [] ot work t 
21, | certify that | attended the deceased from, Tily 3 ae, WSK, 10 ZY, MID =, 19.SKithot | last saw the deceased 


and thot death accurred ote 2M, fram the causes and an the date stated above. 
ADDRESS (Street, city or lown, stote) DATE SIGNEO 


MO. ASAE ld SA Pred mials 


mows Paul R. Wissen dp 


atts ren ase, 195K, 


Za. BURIAL, eros Zb. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION town, or county) {Stote} 
REMOV, pecify) : 
Bursa 7/12/58 Laurel Hill Moscow Md,’ 


ADORESS 2éo. REC'D BY REGISTRAR | 24h. REGISTRAR'S. SIGMATIORE 


Westernport, Md! oare JUL 1 4°53 A sp puruh 


haurs after death: Poge 4 


4 


& 


TO HOSPITAL OR ATTENDING Se The law requires that the death certificate be executed wi! 


ed in by the funeral director, 


Pages 1 and 2 should be filed with 


ing physician and completely” 


cate has been signed by the attendi 


ding physician. 


is ct 
page 3 shauld be detached for use os the burial-transit permit. Then please remove corbon papers. 


: After thi 


may be retained by the hospital or 


TO FUNERAL DIRECTOR: 


fter death. 
% 


the registrar prior to burial, crematian, or remaval, and in any event within 7s 


VS AIS (4) 
1sM 10/87 \Y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2516 CERTIFICATE OF DEATH 07496 


Reg. Dist. No. 


L ne caren 2. Seg le coh (Where deceased lived. If institution: Residence before odmission} 
°. Ui oo. b. COUNTY 
Allegan bigeiaht Maryland Allegany 
b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) ‘ 
He. Savage life % Mt. Savage 
d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ?, ON A FARM? 
/ ves [] no 
3, NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
ice TERESA PURBAUGH bam July 31, 19 58 
S. SEX 6. COLOR OR RACE |7. MARRIED AR] NEVER MARRIED [J | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 fost birthday} Min. 
female white |wwowoQ  ovorceoO | 8-16-1886 


1a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country} 
during mast of working life, even if retired) 


housework Own home Maryland 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Pa k Co os Elizabeth Lemmert 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Wea, no. oF untnown) Ut yes, give wor or dates of service) lo 


12-10-9137B Earl Purbaugh,, Mt. Savage, Md. 


18. CAUSE OF DEATH [Enter only one couse per line For (ol. (b). and (cl-} 4 . 
ees y, / 4 A ( y o£ 
PART |. DEATH WAS CAUSED BY: Melt hk SOL ‘awe hig Mea ay. > TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (o}. 
DUE To 


5 


Conditions, if ony, which (b 
gove rise to immediote 


% DUE TO J if 5+ Ab 

cause {a}, stoting the under- y p Sh 

(ying ccuseitan: o- bre bral Gout eS Ae Ie = Cf (fu, 
a Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO. THETERMINAL DISEASE CONDITION GIVEN INS ART Ifo) | 19. fete Rey lest 
= 
iS ves( noi 
$= | 209. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enler_noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING C1 CAUSE-OF DEATH Ss 
© [{IF EITHER, NOTIFY MEDICAL EXAMINER) —_ 
& |20c. TIME OF INJURY Month, Day, Od. INJURY OCCURRED 120 PLACE OF INJURY (Home, form, | 20f- (City or town) (County) (Stote} 
fat Hour a. m. While Not while foctory, street, office bidg-rete Tt pint eee 
= p.m. 1 Jor work [] or work J : H 


L. Wd. Ahot | last sow the deceased 


WAZ 0. 
; ; 


21. t certify thot | alee the deceased from, 
5 


alive on_________ 2. at 12e a3, and that death accurred ot_=)_¢2/ M, from the causes and an the date stoted above. 
+ i ADDRESS (Street, city or town, stote) DATE SIGNED 

AL mr 
SIGNATURI MD. Jiboc ish! ) i ————— ee oes a3 


NAME (ive) Martin Rothstein, M. D. 


Mo. BURIAL. CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote} 
REMOVAL (Specify} a 9 . 
ai B 2 Ome OO b Pa K emete M avare Md 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
es 


J. R. Durst Frostburg, Md. Date AUG 5 '58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
R 7&§% CERTIFICATE OF DEATH 07497 


Reg. Dist. No. 


ow 


1, PLACE OF DEATH 


COUNTY 2, USUAL RESIDENCE (Where deceased lived. If institution: R 
o. 


; Meryland b.counTy Allegany 


idence before admission) 


Allegany MARYLAND | 


Bees 
Se 
BS 
£ 3 3 b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
alt 3 RURAL ond give nearest town) Sat. he, 
2 §2 Cumberlend yg Cumberland 
2 ‘2 e. d Bane OL Resear {if not in hospitol, give street address) d. STREET ADDRESS e. bey 3 
o =" 3 " ‘ 
2 38 1137 Braddock Road / 1137 Braddock Road ves D) NOB 
§ 
2 £6 3. NAME OF First Middle Low 4. DATE Month Day Year 
. a Seka John Van Rafter Sarre «= July 24 1958 
Qo 
o 
é 


9. AGE (In years [IF UNDER | YEAR| IF UNDER 24 HRS. 


“Towt ape ‘Months Min, 
aes 


5. SEX & COLOR OR RACE |7. MARRIED DL NEVER MARRIED [] |®. DATE OF BIRTH 
Male White |woowQ  ovoreoQ) | April 28 1902 


1g. CAUSE OF DEATH [Enter only one couse per line for {o), {b), ond (¢).) INTERVAL BETWEEN 


PART t. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o] ears 


2 is. 
2 rg 100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR INOUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
; 2 IN ( 
2 QF during most of working life, even if retired) 7 9 * ° ae 1 
_— nspector tate Roads Comh Kitzmiller Mad. USA 
3 8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
eto Roy O. Rafter Margaret Grimm 
4 8 Lo WAS DECEADEDEVER'NS U.S. Stele —— 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
/es, 90,,0F unknown} yet, give wor or dates of service] ts: $ : t, ‘ 2 ‘ mn 
a uF G19 -(>-SAl3|Mrs. Doris Rafter, Cumberlend, Md. 
8 
a 
5 
= 


yy ’ QUE TO 
Conditions, if ony, which {b) 


gove cise to immediote 
cotie {0}, stoting the under. (| OVE TO 
lying couse lost. 7. 
PAR I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING. TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1o]]19. Y/AS AUTORSY 
ves) Noe 


e hos been signed by the offending physicion ond completely’ 


page 3 shauld be detoched for use os the burial-transit permit. 


20a. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port # of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, | 20f. (City or town) (County) (State) 
Hour a, m. While Not while foctory, street, office bldg., etc.) | 
pm. 19 Jot work [) ot work [) 1 


21.1 sort, that | attended the a g (ae 4 vi a ks 28 that I last saw the deceased 
alive on__ (7 , and that death occurred at +2 


MEDICAL CERTIFICATION 


»M=from the causes and on the date stated above, 
ADORESS (Street, city or town, state) DATE SIGNED 


7-25-58 


ey Wes 


rittim Laue ©. Bae, uo 62 Greene Sty 
svscuns Ralph W. Ballin Cumberland, lid, 


(Type) ee 


To. NPR CREMAT CR Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) {Stote) 
perci a ‘ t x * . 9 
Aurtel \Tuly26/58 [Rafter Cemeter Kitzmiller hid 
2) MODRESS 240, REC'D BY REGISTRAR | 24. REGISTRARS SIGNATUR 
ote JUL 2 8 '58 Ctsf gage 


umber land Md. 


the registror priar to burial, cremation, or remavol, ond in any event within 72 hours of 


TO FUNERAL DIRECTOR: After this ced 


od 


hours ofter death: Page 4 
in by the funeral directar, 


a 


Pages 1 and 2 shauld be filed with 


in 72 hours after death. 


Then please remave carban papers. 


Fate has been signed by the attending physician and campletely 


e burial-transit permit. 
af remaval, and in any event wi 


ding physician. 


t or gy 


may be retained by the haspital c 

TO FUNERAL DIRECTOR: After this ce! 
page 3 shauld be detached far use as th 
the registror priar ta burial, crematian, 
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VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 498 
T&R F CERTIFICATE OF DEATH Sista 


+ 1 


hd 


co. COUNTY 


MALE 


100. USUAL OCCUPATION (Give kind of work done| 1 


PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceosed lived. if institution: Residence before admission) 
WEST pcouNTY MINERAL 
. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


PATTI 


d. STREET ADDRESS: 


MARYLAND. 


LLEGANY 
b. CITY OR TOWN (If outside corporote limits, wrile | ¢. LENGTH OF STAY IN 1b 
RURAL ond give neorest town) 
JMBERLA ND 2 DAYS 
‘d. NAME OF HOSPITAL (If not in hoapitol. give stree) odd 
‘OR INSTITUTION a WARWICK “AND 


e. IS RESIDENCE 
ON A FARM; 


MORIAL HOSPITA MEMOR EA VES. ves Q)_No 
AME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
ties pir) DENNIS L REApp. [orm JULY 211958 
SEX 4. COLOR OR RACE |7. MARRIED [X NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 


Min. 


lost bythdoy) 
as 


WHITE |wioweo] _—ioovorceo APRIL 14 11924 


KIND OF BUSINESS OR il BIRTHPLACE {Stole or foreign country) 


during most of working life. even if retired) 
"B. AND 0. Ry Ry | TELEGRAPHER WEST VIRGINIA 


12. CITIZEN OF WHAT COUNTRY: 


aS 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
DENNIS READD LULUA COLLINS” 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
{¥es. no. or unknown) {UE yes. give wor or dotes of service! 
| MEMORIAL HOSPITAL CUMBERLAND, MARYLAND 
18. CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond {c).] INTERN AL BETWEEN 
PART |, DEATH WAS CAUSED 6Y: 5 
IMMEBIAN eats fo) Coronary Occlusion 
u : DUE TO 
Gowaishs, (iy, Swhien i Coronary Heart Disease 1 week 
gove rise to immediote 
couse (0}, atoting the under. f DUE TO 
lying couse lost. (c) none 
Ris Part I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTORSY 
Je 
hj none ves J NOH] 
& (200. ACCIDENT WAS UNDERLYING C1__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part II of item 18.) 
& | OR CONTRIBUTING LT CAUSE OF DEATH 
G [UF EITHER, NOTIFY MEDICAL EXAMINER) none 
& |e TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY tHome, form, | 20f. (City or town) (County) {Stote) 
tS Ase GR While Not while foctory, street, office bidg., ete.) ! 
3 p.m. 19 lot work [7] ot work [] ' 
21. | certify that I augnded the deceased fram. July et play 19.28 thot | last saw the deceased 
ative one Senne Ig? ;-- and that death occurred ot __8:30Pm, from the causes and an the date stated above 
. ADDRESS (Street, city or town, stote} DATE SIGNED 
fe ORLew ann 
Ply, fey ee ee wo, _.240 Bedford § treet 7/22/58 
PHYSICIAN'S 
Wame(iyes___DRe JAMES HALLINAN = Gumberland, Maryland, 
20. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Store) ’ 
REMOVAL (Specify) 
BURTA 4 958 OR A B CEM CRY! ORT _A IB wr A 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR fis REGIST RAR'S SIGNAPURE 
JUL 25 A RBA A 
JOHN J. HAFER, CUMBERLAND, MARYLAND DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07 4 
"79% CERTIFICATE OF DEATH Stes b aa 99 


md 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b}. ond! INTERVAL nee 


(¢)-] - 
ONSET AND DE. 
PART I. :ATH WA‘ YY: 
DEATH MEDIATE CAUSE fo} Aare ae Kemea ~ Me ded adic Shy ou #2, 


DUE TO. 


Conditions, if ony. which to 
gove rite to immediote 

couse (o}, stoting the ynder- { OUETO 
lying couse lost. te 


FORMED? 


yes 1] No Of 


Paar Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) } 19. an AUTOPSY 
i 


‘s 7 ee 
S 3 = Fi fe Horatio a ER ReeLaNC®: (Where deceased lived. If institution: Residence before admission) 
eos a ALLEGANY MARYLAND |} ° MARYLAND » COUNTY ALLEGANY 
‘ rr] 3 bs cy oR TOWN (If outside pas limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give neares! town) 

6 URAL ond give neorest town’ 
®% $2 COMBERLAND 24 DAYS CUMBERLAND 
ts 22 d. NAME OF HOSPITAL r i STREET ADDRE! . 1S RE! NCE 
3 5 ORINSTITUTION.  MEMORT AL? ROSPTT SL. ia : : © GNA PARM? 
aes WARWICK & MEMORIAL AVES. 513 LOWELL AVE., ves no) 
2 £6 3. NAME OF First Middle lost 4. DATE Month Dey Yeor 
| a {Type oF print) ETHEL MARY RICE DEATH JULY 0 19 
: 
£ : S. SEX 6 COLOR OR RACE | 7. MARRIED fA] NEVER MARRIED [} | 8. DATE OF BIRTH * mem ane WF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 4 jos! | Min. 
na FEMALE WHITE |wivowen] _ovorceo] | APRIL 26, 1923 } ges yn. 4 
2 a ( J Oa. USUAL OCCUPATION {Give kind of work done| . KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 o __ during most of working life, even if retired) ‘s 
S$ ove _/\ Former Secretar. nt. Revenue Servige MARYLAND Us Se Ae 
bs 3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

5° . 

btn EDWARD HARTUNG ANN’ STOWELL 
Z 8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT ~ Address 
= E {Yes, 89, or unknown} UE yes, gue wor or dates of 1ervice) 
& of No | 216-14-1855 MEMORIAL HOSPITAL = CUMBERLAND, MD. 
2 §8 
8 52 
nd a 
g oe 
= = 
= ff 
° 
ca 
3 
3 
cr 
2 
z 
2 
2 
= 


te has been signed by the attending physicion ond completely 


ing physicion. 


20a, ACCIDENT WAS UNDERLYING (] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part II of item 1B.) 
OR CONTRIBUTING 2) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Wietaa Bere 

20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour. m. While. Not while foctory, street, office bldg., etc.) | 
Pam, 19 fot work [7] of work [1] i 


21. | certify Jhot J attended the deceased fyom._J HC A- 19 SV to__ deeb wal Sd.that I last saw the deceased 


., and that death accurred at._1O% LAP, from the causes and an the date stated above. 


CERTIFICATION 


& 


TO FUNERAL DIRECTOR: After this ce 


|, cremation, or removal, and in any event within 72 haurs ofter death. 
MEDICAL 


olive on___% au a ens Ws 


ACTUAL 
SIGNATURE, 


Raweines DR» O. Ge HIMMELWRIGHT 


poge 3 should be detached far use as the burial-tronsit permit. 


moy be retained by the hospital or ¥ 
the registrar prior ta burial 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) {Stote) 
1 REMOVAL (Specify) 2 E 
Burial Auge2,1958 unset Mem ark C ancl 


‘23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2d. REC'D BY REGISTRAR | 24h CG GISTRAR'S SIGNATURE 
VS AIS (4) o ; } QO gree A 
pai) Charles L. Ceorge, Cumberland, Nd. oare AUG 4 "58 i Ro 


TO HOSPITAL OR ATTENDING PHYSICIA! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 500 
T48t_CERTIFICATE OF DEATH wee oun ast Z UL 


—_ 


: After this cel 


any 


Nant ines, DR. LELAND RANSOM -* 


page 3 should be detached far use as the burial-transit permit. 


may be retained by the haspital ar 


: LS 
~ ve BS 
3 : a 1. JPLACE OF DEATH 2. USUAL RESIDENCE (Whore deceosed lived. If insiution: Residence before odminsion) 
io) o 0. o. b. COUNTY 
& 52 ACLEGANY manvLano MARYLAND ALLEGANY 
£ Be b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest lown) 
8 s a RURAL ond give neorest town) 
eo CUMBERLAND 2 HOURS ).. CUMBERLAND 
e 22 d. NAME OF HOSPITAL (If not in hogpital oi) rest s) d. STREET ADDRESS 1S RESIDENCE 
6 =e OR INSTITUTION WARWI tk Pinon ON A FARM? 
2 25 MEMOn LAL HOSPITAL-MEMORIAL AVI O R ves) Not] 
2 £6 3. NAME OF Fine Middle lot 4. DATE Manth Day Yeor 
x, - ; 
¢ 5 (ype or pri BABY BOY ROBERTSON | deatn JULY 221958 
8 5, SEX 6. COLOR OR RACE |7. MarRieD [|] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
ge he last birthday) [Months Min. 
a ey, , WH wiooweo]__oworceoE] | JULY 22, 1958 18. 
aie 
£ es. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 
g 88s during most of working life, even if retired) 
§ ved CUMBERLA 
M3 = 3 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
c = 
e 086 
B Ber CARL LEE ROBERTSON JOAN ALISON LEWIS 
— rp 8 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
> ae (Yas, n0, oF unknown) {It yes, give wor or doten of sernce) 
& pee | MEMORIAL HOSPITAL = CUMBERLAND, MD. 
2 £8 
5 bse 1B. CAUSE OF DEATH [Enter only one cause per lingffor (0). (b). ond (c)-) INTERVAL BETWEEN 
8 §2F ONSET AND DEATH 
7 = ay PART 1, DEATH WAS CAUSED BY: YA i? - 
gone Sle ede |. IMMEDIATE CAUSE (o} 
3 ££ : / 5 DUE TO 
=) ae. Conditions, if ony, which 
- = {b} 
3 Bes gove rise to immediate 
So eNeie couse {0}, stoting the under. ( OVE TO si 
£ 6 be 2 lying couse lost. {c) 
398 i z Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vfo)] 19. WAS AUTOPSY 
p= 3 Ss Q Cn ° aseewares PERFORMED? 
Se S = 
208 8 3 ves [] No (Q~ 
Patel © o = 20a, ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part I! of item 1B.) 
gE20- & | OR CONTRIBUTING C] CAUSE OF DEATH 
is ry © | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
g 5 & |20c. TIME OF INJURY Month, Doy, Yeor [20d, INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm. | 20F, (City or town) {County) {State) 
= s MORE O-e. rie Seiten atic foctory, street, office bidg., etc.) 
E 2 pm. wv jot work [1] ot work [J |, i A 
ce] 
3 
3 
a 
2 
3 
a 
5 
i 
® 
= 
° 
= 


TO HOSPITAL OR ATTENDING PHYS! 


‘2b. DATE THEREOF Z2c. NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) Stote) wf 
REMOVAL {Speci ~ i 
motiun | av4\ 43.95 MMe rial respi ta umber dads ary and. 


23. FUNERAL DIRECTOR'S SIGNATURI N ADDRESS 240, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AYS (4) DATE i 


15M 10/57 re JUL 2 4 58 


TO FUNERAL DIRECTOR: 


2060254 XV1 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0750 1 
7T&8G MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


FOR STATE Reg. Dist, No- 
HEALTH DEPT. 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitutian: Residence before odminsion) 
eg og a. é 0. STATE b. COUNTY 
Here Allega MARYLAND _Maryland. Allegany 
B iz z M b, CITY OR aed oe frig cosporote limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
eane give nearest lowe ° 
$335 Cumberland rs berland = 
se 5 ° d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give sireet oddiess) d. STREET ADDRESS wr oI a 
eé_*o ID INA FARM’ 
= Sees Baltimore avenue YMCA a Baltimore avenue __yyca "50 80 ® 
SSSESR 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
oad DECEASED oF 
@: (Type oF print Whyllis Royce Robosson DEATH duly 28 9 58 
oo a iA 5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [7}] 8. DATE OF BIRTH % AGE tare IE UNDER 1YEAR| IF UNDER 24 HRS. 
SiGe e oe Doys | Hours | Min. 
ater , Male White winowenf} —swvorceo | July 1.1917 yn. = 
Bs ata (0, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or Foreign countey h2. CITIZEN OF WHAT COUNTRY? 
SaBper during most af working lile, even if retired} 
ba°-s Rena man 4 Maryland — 
5 ag 35 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
D> 
o 
ee ag Thomas Robosson Anna Robinette 
ot 5 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO, |17. INFORMANT Address 
a (Ohta EF {¥es, pa. ef unknown) [Wf yas, give war or doles of sarvice} 
et ee = ¢ 
£.342 NO B= ha 's.,_Elder Moore Cumber]a nd 
ASRSS 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] Be ales 
esa PART |, DEATH WAS CAUSED BY. aS 
3235 5 ares IMMEDIATE CAUSE (a) Status epilepticus Asphyxiation udden _ 
a ceeoeae 353, DUE TO 
Pa Bae Conditions, it ony, which ma 
Rw > gave rise ta immediate couse 
Besos (0), stoling the underlyingg PUE TO 
oe ¢ ce cause lost, (2 
2! Se = = 
FH < i 3 = PART ft, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo}}1?. WAS AUTOPSY 
sow } i, = PERFORMED’ 
& S35 3 : yves[] NO 
= uv < 
=: Se 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (E ture af injury in P item 18, 
5a iH S. Bia ERIRENAL CAUSE WAS) iCRIBE {Enter noture af injury in Port | or Port 1 of item 18.) 
on CAUSE OF DEATH. 
; ae : Ere at Sf : 
ree 20c. TIME OF INJURY —— Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, for . {City e¢ town) (County) (Slote) 
aso? Hour 6. m. While Not while bg Sa ol a phn 
Zeees p.m. 1? ot work {J ot work 
5 5 eee 21. Leertify thot | took chorge of the remoins described obove, held on Autopsy ["], Inspection [7 Inquiry [4Y, ond in my 
KA o3e 5 opinion deoth resulted from: Noturgl causes [X Accident [], Suicide (1, Homicide (J. Undetermined monner [1] 
z2352 i ‘ % 
ee ACTUAL DATE SIGNED 
Hes : Pdr Mp, CHIEF MEDICAL EXAMINER [7] 
zy 325 ASSISTANT MEDICAL EXAMINER [_} 
£°<9 EXAMINER’ 4 
Elees namenees, Benedict Skitarelic, M.D. DEPUTY MEDICAL EXAMINER FY July 31, 1958 
£3 a - ~—ae — - ——- 
Ee io. BURIAL, CREMATION, |22b. DATE THEREOF ic, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, er county) (Store) 
aeea yl REMOVAL (Specify) 
09> ) 3 F Aup 958.| 4 Pary  Cumberlan ‘vlang—— 
oe Be R Pho. REC'D BY REGISTRAR fe 


AN 23. FUNERAL DIRECTOR'S SIGNATI ‘24, REGISTRAR'S SIGNATU' 


VS. AISME 


zs = YS | Ruth B, Silcox Gum! 


DATE f 4 


nail 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


248% CERTIFICATE OF DEATH 


07502 


Reg. Dist. No. 


SS soe 

& 85 # 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If insttion: Residence before admission) 

© b. COUNTY 

emcee ALLEGANY ike WEST VIRGINIA 

eeore B. CITY OR TOWN (outside corporate tinis, wile. LENGTH OF STAYIN Tb ||”. CITY OR TOWN (if outide corporole limi, write RURAL ond give wearest town) 

ey! Fan 

8 is CUNBERTA Nt 3 DAYS MAYSVILLE : 

2 2 & d. NAME OF HOSPITAL ess} d. STREET ADDRESS. e. IS RESIDENCE 

S =4 /, OR INSTITUTION moa Ta ROSETTA C ON A FARM? 

2 55 ‘ MEMORIAL on ves &] No [] 

2 £5 3. NAME OF First Middle Lost 4.Dan Month Bey 5 One 

@: ‘Gicac pani ROBERT (4 ROTRUCK DEATH JULY 29 19 58 

2 5, SEX S. COLOR OR RACE |7. MARRIEDK] NEVER MARRIED [] |8. DATE OF BIRTH oS inten i 

MALE WHITE |wioowen —_ovorceoQ] | NOVEMBER 12 hee 


100. USUAL OCCUPATION (Give kind of work dene| 10b. 
during got! of working life, even if retired) 
me 


IND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 


Farming WeVA6 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
THOMPSON ROTRUCK a pen 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. anes 
Yes, no. oF vaknownl, UF yer, give war or dotes of service] 
Yes World War ff] 236-50-0393 ee 


Address 


in 72 haurs ofter deat! 


18. CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond {c). 


PART i, DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE (0) 


V. Cy 
aba EN BETWEEN 
NSET AND DEATH 


Y Sandi, , ol 


7 Due TO 
Conditions, if ony, which (0 
dove rite to immediote{ O11 


couse (0), stoling the under- 
{c) 


lying couse lost. 


o 


g physician. 


te has been signed by the attending physician and camp! 


as the burial-transit permit. Then please remave carbon papers. 


ce! 
MEDICAL CERTIFICATION 


/20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour 9. m. While. Not while 
p.m. w jot work [} of work (] 


21.1 certify that | attended the deceased fram, 
ey 


After t 


PHYSICIAN'S. 
AME (Type) 


W. A. VAN ORMER 


foctory, street, office bldg., ete. UF 5 


Ay 19S 0 1030. 


ADDRESS (Street, city or town, stote) 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}|19. WAS AUTOPSY 
a. ae wi PERF 
yes(] No 2) 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port 11 of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20e. PLACE OF INJURY IHome, form, 1 20F. (City or town) (County) (Stote) 


UW")... 19.5. 9 ,that | last saw the deceased 


iis is a and that death accurred ozs 45am. fram’ the causes and an the date stated abave. 
DATE SIGNED 


the registrar prior ta burial, cremation, ar remaval, and in any event wit! 


may be retained by the haspital ar 
page 3 shauld be detached far use 


TO HOSPITAL OR ATTENDING The law requires thot the death certificate be executed wi 


TO FUNERAL DIRECTOR 


Ro. SE eMarrons Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) 1 (Stote} 
RE) perify! . 
Buriat 1 Aug., 58 Knobley Cemetery Martin, We Vae 
23. FUNERAL DIRECTOR'S SIGNATURE J] : DDRESS f Daa. REC'D BY REGISTRAR STRAR'S SIGNATUR! 
Vs ANS (4) 4 ¢ il ” Rio'a™"S adare K 
15M 10/57 LOT AE ei Te he 2) i454, JA ee ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07503 
7&8 CERTIFICATE OF DEATH 


T 


Reg. Dist. No. 


~~ ag £ 
eS S|). PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If inition: Residence before admission) 
fie M pay Allegany manviano || ° TATE Maryland b.counry ““llegany 
2 B% b. CITY OR TOWN (if outside corporote limits, weite | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
9 & a rae ond give nearest town) y - 
« ot mberland ars. og © 
by S70) d. NAME OF HOSPITAL (IF not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
2 
‘oS ard AA ‘OR INSTITUTION } (ON A FARM? 
g 35 an_S. z= 231 Glenn Street Yes EI SNOiELaS 
2 £6 3. NAME OF First Middle Lost » DATE Month Doy Yeor 
Se 
BR S (Type or print) BOR M DEATH 19 58 
B oA ADA 
ane $. SEX 6. COLOR OR RACE |7. MARRIED B NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
% ge : a ee lost birthday) Boyed) (Houni|h aiaine 
2; oy i Whi WIDOWED DIVOR' EF, 
Dv ac A D 
2 & & Oo. USUAL OCCUPATION {Give kind of wark done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 
2 8 g during most of working life, even if retired) 
é 38° ed Ba <_tmp Lovee — Lj North i 
gee. FS HAA i 14: "S MAIDEN NAME 
£ te Te “Asst. Sec. reas 
g §8% ‘ M 
° 3 or eae im e pe 
= = 5 3 1S. WAS DECEASED EVER IN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
= a 5 E Tes, pee It yes. give wor or dotes of service) 
2 . a 
Sp ae Asef 0S: I 
ce 
ey 
5 28s 18. CAUSE OF DEATH [Enter only one couse per lingor (0), (b). and (c)-] INTERVAL BETWEEN 
oe $2 cae. ONSET AND DEATH 
Se O's PART |. DEATH WAS CAUSED BY: VAT DILG ALK ss ya) 
2 S: } , IMMEDIATE CAUSE fo). Z. : 
= b / f 
See te QUE TO le ‘ 7 
- Fs t . = ‘. p 
3S co CrLeddLetteCoLiv 
= Bs> Conditions, if ony, which te ie 
s BES gove rise to immediote DUE TO 
5 888 cause (0), stoting the under- 
Hg ¢ a =? lying couse lost. © 
38 5 5 me iS Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0){19. Nas denis) 
Ssass = 
£u%& & yes 1 noe 
gaogo i] 
Focss E | 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port ll of item 16) 
z .F = a OR CONTRIBUTING C7 CAUSE OF DEATH 
ip 5 & | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
- i is = aa 
oe & ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, |20F. (Cily or town) (County) (tote) 
5° Rs 3 Hour 0. m. While Not while factory, street, office bldg., etc.) 4 
zaEr§ = p.m. 19 lot work [} ot work _, ‘ 4 “ 5 
£ 
aa os Ws ; 
g gio. 21. I certify; that | attended the a <n (HEMET WO A Pe AY Az_., 194_dithat | last saw the deceased 
Bpecad ‘ j ‘ ? 
8 ‘a “es ative an_ ded fives, wy --. and that death accurred at (Zs cA, from the causes and on the date stated abave. 
sts oes y j 2 - d 4, DATE SIGNED 
<aGC~ ACTUAL i, eZ, Z afta re 
eve ss SIGNATUR (Lb: ? LOE MO. ----Juy_-2,-.195 
io | C M 
afuwss PHYSICIAN'S i 
Hez2e . NAME (lyee)__Di phand Wl Pupynales ie Se wp 220 Baltimore Ave. Cumberland, Nd 
BSED » %o. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, fown, of county) (State) 
O,5 38° REMOVAL (Specify) 
ofoes  , (Buri 5 O58 nmoun metery berland, Marylang 
(V0 | ]23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘Qdo. REC'D BY REGISTRAR -24b. REGASTRAR'S STGNATURE 


Cot of An 


4 ’ vy 
all Sa a onl 78 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7489 CERTIFICATE OF DEATH ava. own ye, VE O04 


cunt 


‘ 


ce 


ee SS See 
j20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
While Net white factory, street, office bldg., “ei 


jot work [-] of work 


a ug 
SB 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ig ¥ 0. STATE b. COUNTY 
ee ¥ iP 
"83 NEGANY ALLEGANY 
= ° r b. Ste eee gov {If outside corporote fimits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town} 
ive neorest town] 
$ &s Tae y 9 DAYS OLDTOWN 
i‘ Se MBER ALIN 
Pa £ 2 d. Spathna re taal (tf not in hospi tk om / d. STREET ADDRESS e IS Rare 
° se d ONA 
= an MEMORIAL. HOSP ITAL=MEMOR IAL AVE. town Maryland ves] No 
# 2 S 3 NAME OF First Middle Lost 4. DATE Month O37 Yeor 
Rd a (Type or print) MYR M DER DEATH r 19 te 
5. eh" $ COLOR OR RACE |7. MARRIEDYB NEVER MARRIED [7] |®. DATE OF BIRTH 9. AGE {in ae RIIF UNDER 24 ARS 
e oz thdoy) [Manths] Days | H Min. 
<se WHITE — |wioowen ovorceof] | APRIL 28 ,1886 738 oy eet Tg? . 
aE 
= § ge Oo. bw oi Cee ur uOn eed kind - or 5 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY; 
S = juring most of working life, even if retired) MARYLAND U 
o va 
beet usewife Twiggtown oe Se Ae 
i 4 8 s 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
aid MICHAEL TWIGG NORA CRABTREE 
5S Yer 
= 5 3 3 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT Address 
Se2 

= a & (Yes, no, oF ueknown) 111 yes, give wor or dates of rervice) 
8 on 
yee None MEMORIAL HOSPITAL CUMBERLAND, MARYLAND 
«2 £8 NO 
ites &3 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
S set ONSET AND DEATH 
Hes rm OU s a Cees 
= 2 bE peas bub é: es Corgi Urner are 
Do ee 7 A i K ‘ t - 
= 5 Conditions, if ony. which rs Ss P| ON A sit. aa eas, Lar re We oe 
3 I gove rise to immediote 
Suis couse (0), stoting the under ( OUE TO Pi ease 
Tes lying couse lost. j Aamyty t es ree 
Pte. BL i Seat at tage 
3 ‘S 3 3 Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Na)|19. WAS AUTOPSY 
2223 olf| ua y a EEN Sage 
gad | Ee) low 
£as gy 
Kot = | 20a. ACCIDENT WAS_UNDERLYING. o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Hl of item 18.) 
ee = 
3s3 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
< U [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 

=< 

ns 

a 

= 


& 21. | cert d | ee ee thane, 22, 195-7 that | lost sow the deceased 
s alive on > j Os PY) from the causes and on the date stoted obove. 
ie ADDRESS (Street, city or. 2 stole) DATE SIGNED 
UAL Ly 
Rise 2 ae 


PHYSICIAN'S 
NAME (tee) SER XE RRRRK 
Zc, NAME OF CEMETERY OR CREMATORY 


Zion Memorial Park 
YS A15 (4) X ay rs 


R & ADDRESS 2da. REC'D BY REGISTRAR 
1 - we 
15M 10/57 (lame pe mber land , Md pate JUL 31 '58 


(Stote) 


page 3 should be detached for use as the burial-transit permit, Then 


the registrar prior to buriol, cremotian, or remaval, ond jy 


tw 8 
ws 
real 
2 


TO HOSPITAL OR ATTENDING PHYS! 
may be retained by the hospital or 


TO FUNERAL DIRECTOR: 


24d. REGISTRAR'S SIGNATURE 
5 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9:2 CERTIFICATE OF DEATH neg. ov. no 2005 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission} 
0. STATE Ma b. COUNTY 


if SS, A ge lid 
. COU! 
Allegany MARYLAND 
b. CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL ond ive nearest town) 
Frostburg 6 Mo. 


<d. NAME OF HOSPITAL (If not in haspitol, give sree! address) 
OR INSTITUTION 


Minera Hospital 


B, ecan 
c. CITY OR TOWN [IF outside corporate limits, write RURAL ond give neorest town} 


.Frostburg 


d. STREET ADDRESS. @. IS RESIDENCE 
/ ON A FARM? 
48 Mein: ves] Nox] 
a STS 


/ 


id in by the Funeral director. 
Pages } and 2 shauld be filed with 


3. NAME OF First Middle tow 4, DATE Month Doy Yeor 
DECEASED Ol ;. 
¢ (Type or prin) Eve Mae Soult bam = July 24 19 58 


ate be executed within 24 hours ofter death. Page 4 


5. SEX 6 COLOR OR RACE 17. MARRIED [_] NEVER MARRIED [] | 8. DATE OF BIRTH 9 SS IF UNDER ? YEAR| IF UNDER 24 HRS, 
‘s lost birthdoy) [Months] Do} H Mi 
3, Female White wipowen [] pivorceDX] June 9, 1926 cea liaeg be Paste 
=a 
es We, USUAL OCCUPATION (Give kind of wark done] 106. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8s during mast of warking life, even if retired) ; 
"2 € House wife We Vee U.S.a. 
2 8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
€ 
38 Otto E, Cayton Nerine Morrison 

IS. WAS DECEASEDEVER IN U. $. ARMED FORCES? [16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 

rome oF {it yer, geve wor or dates of rervice) . 

Bh Yaiu 3 Mrs, Joseph Conroy-Westernport, Md,! 
~ DEATH [Enter only one couse per line for (0), (b), ond (c).] ual se BETWEEN 


PART |. DEATH WAS CAUSED BY: 
‘ IMMEDIATE CAUSE (0) 


4 DUE TO ‘ 
Conditions, if ony, which ae sD 


gove to immediote 
couse (a), stating the under. { OVE TO 
lying cause lost. (¢). 


Parr I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1(0)|19. ie ae 
yes [] No 


200. ACCIDENT WAS_UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture af injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Doy, Year 120d. INJURY OCCURRED. 
Hour 0. m. While Not while 
p.m, 19 fot work [J] of work [J 


21. | certify that | oftended the deceosed fram __ (PEND W225 10.Z. gin 2 ae 19.62 that | last saw the deceased 


alive on By ‘te ; 23%, and that death accurred ot Lo fEAM, from the causes and on the date stated abave, 
‘ ADDRESS (Street, city or town, stote) DATE SIGNED 


Nie ae AIS Lelag 
/ CHSICIAN ES AW estbhy R. o_ wanes 


Mo. Fg ON, THEREOF Zac. NAME OF CEMETERY OR CREMATORY 228. LOCATION (City, town, or county) (Stote) 
Diente 28,58 Hamilton Cem, Hemilton fe Voe 
rs DIRECTOR'S SIGHAPURE ADDRESS ¥ 240, REC'D BY REGISTRAR | 2 €} ISPRAR'S SIGNATPRE 
1 : . eye ty 
4G DErm ie Westernport, Md. pate SUL 2 9 158 Th ROE 


Then p 


quires that the d 


ate has been signed by the of 
1¢ buriol-transit permit. 


nding physician. 


SE na 
‘We. PLACE OF INJURY (Home, form, | 20f. (City er town), (County) (Stote) 
Foctary, street, office bldg., etc.) ! 
' 


MEDICAL CERTIFICATION, 


1 or 


the registrar prior ta burial, cremation, ar remavol, and in any event wi 


poge 3 shauld be detached far use a: 


may be retained by the hospi 


TO HOSPITAL O8 ATTENDING PHYSICIAN: The low re: 
TO FUNERAL DIRECTOR: After this c! 


08.660 


aS 


yinut 
Sf 


giudteott 
nish 8h 
tfyo2 

OSeL 2 enut 


oaV 


oo 3 


osM 


giudteori 
{etitgeoH s1romih 


ava [ 


os EdW olsmet 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
a CERTIFICATE OF DEATH neg. nw, nd)'7 DOG 


ires 


Gove rise to immediote 
couse (0), VIE the under. ( OVE TO 


ere cae ys gis tal 
poeta gal. eee ir t_ fatinzipr 
Paar Il. OTHER SIGNIFICANT,CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho} ] 19. econuene 
a oe yére 
et AAA’ MERLGAAT Or ves [} No (Q 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injuty in Port I or Port I of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, T20f. {City oF town} {County} (State) 
Hour 0. m. While Not while factory, street, office bldg. v 
W fat work [J at work [J 


21, I certify i I 78 the deceased from.__7 , ‘58 ie os pilD oa - tof a /58 rau aes that I last saw the deceased 


olive on. Tf, a, 12... ., and that death accurred atts ‘M, fram the causes and an the date stated abave. 


F a/ 2 ADDRESS (Street, city or town, state) DATE SIGNED 
i ee een. YO Green Ste. ; 


| [eaarwss( Dr. James E. McLean Cumberland, Mdo | 


(20. BURIAL, CREMATION, Cael) ic. NAME OF CEMETERY ORFREMATORY u ON (Ci i, Of County] {Stote) 
SE ‘MOVAL (Speci 5 “ 3 
fi Ail] Vf 


REC'D BY REGISTRAR is REGISTRARS SIGNA\ 
ra 
yo 


Pre ISP VE ALY] LG - - a 


~ ee ee 
% 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: nite belore admission) 
2 g 0. COUNTY Allegany hunrlane a, STATE Maryland b. COUNTY liegany 
‘ oe B. CITY OR TOWN (lf oulide corporote limits, write [LENGTH OF STAY IN Tb <. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) 
52 URAL and give nearest town) 4 . si - 
3 32 mberland 7/1/58 - Westernport 
me. oho - a. St eae TG (ff nat in haspital, give street oddress} d. STREET ADDRESS e 3 etc” 
i / ri 
¢ 35 Allegany County Infirmany/ 15 Johnson Street ves] No 
5 
Saeco 3. NAME OF First Middle lost 4. DATE Month Do Yeor 
DECEASED OF es 8 
ee oesecipret Mary Elizabeth Stuby cam July 21, 19D 
2 Ste 5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH PRGE tin goon [ie UNDER 1 YEAR]IF UNDER 24 HRS. 
= 7. lost birt Months] D¢ H Mi 
ae: Female | White  |woowek) pivorceD [} 8/ 2 / 1866 9 yn. etl ns % 
a 
2 Eas 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 8gesN during most of working life, even if retired) 
$ B58 Housewife Westernport,Maryland | U. 5S. 
g C835 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
coc 
he John T, Zaes Phoebe Wolford 
S Ber 
=. e 3 15. WAS DECEASED EVER IN U, S, ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANTP | BOX 599 Address CUMbOr Land yMHde 
= abe Fes, no, or unknown} {IF yes, give wor or dates of vervice) 
o ek | Allegany County Infirmary Records 
3 2 8 = 18. CAUSE OF DEATH [Enler only one couse per line for (0). (b}. and, zo, ‘ INTERVAL BETWEEN 
2 2a PART 1, DEATH WAS CAUSED BY: Ve tL é LG tf Z) 2 [z 
aa IMMEDIATE CAUSE (0) es Ce Sth. we 7- OE eae : 
2 ate DUE TO f f 
2 J / 
= 2 Conditians, if ony, which {by 4 ‘7 Bie 
3 
é 
Ae 
< 
§ 
3 
Da 
3] 
2 


physician. 


ie 


RAL DIRECTOR: After this certif 
page 3 shauld be detached far use as the burial-transit permit. 


MEDICAL CERTIFICATION, 


< 
5 
: 
3 
ss 
> 
o 
ibs 
2 
z 
5 
Ea 
g 
° 
€ 
2 
3 
= 
Re} 
5 
(4 
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3 
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3 
= 
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a 
y 
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may be retained by the hospital ar 


TO FUN! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


< 
& 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7&9 CERTIFICATE OF DEATH neg, vin, nO COUT 


aed 


ore 

ae s- PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insitution: Residence belgye edmision) 

e 8 STATE ()». county GE 

Fs Lah 27) «~~ fa~k a 

£5 b. CITY OR TOWN Trang autige €. CIT OR TOWN (IF oyhide corporate lily, write RURAL ond give ages meng 

5 es RAL ond ging neores! 6 “O 

7” ‘3 2 Ny 4 S 

eee die, pe ttt Lb oe 

2. inte Se (if by) afforpital ONe street Ere i 7 STREET ADDRESS z «#. 1S RESIDENCE 

5 £5 

£ a5 es Zo/ 2. Le | Yes No 

Zee 3. NAME OF Fiat iddle lost Mopth Doy Yeor 

= pie , ~ 

ce Sa ae 7a zis 

eWHo SACO ORIPACE 7. marin (] NEVER MARRIED (] € x BIRTH [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
S . 

A 2 wivoweD [~ bivorceo pe penta] ee Ser) Min. 
a 

oe (Oa. USUAL OCCUPATION (Give king of work done] 10b. KIND OF BUSINESS OR INDUBARY | 1)/BIRTHPLACE (Stpte or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

5 

Fie duging most af warking life, eff if relired) i O Q y 

3 php 462-7 nay * ‘ 

© o 14, 

eo 
@ 


1 tins roe PA RIN U. a ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT, 


19, or unknown) i eh, give wor oF dates of service] 
—_— —_—_e—_— 


18. CAUSE OF DEATH [Enter only one cause 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


uy oS DUE TO 


for (a), (b). and (c).] INTERVAL BETWEEN 


T AND DEATH 


Then please remove carbon popers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


Canditians, if any, which 
gove rise to immediate 
cause (0), stating the under. ( SUE TO 


cate has been signed by the attending physi 


g lying cause last. ( 
2 3 Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Was AUToRSY 
CONTRIBUTING TO DEATH 4 
6 3 yes [] NO 
cp = | 20a. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
3 5 | OR CONTRIBUTING L] CAUSE OF DEATH 
& [UF EITHER, NOTIFY MEDICAL EXAMINER} 
af SUE IF" 9079-7 EE SENSE GREENER euEEErenEEnEnrererend 
- & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, form, | 20f. (City of tawn) {County} {(Stote) 
und 6 Hour a.m. % While Nat while lactary. street, affice bldg., etc. y ' 
= = p.m. lot work [[} at work e 
‘ ~ Ci/ Co 
21. I certify that | attended the deceased fram. Z y= 22.19.77, ta LZ 19. that | fast saw the deceased 


alive on. 


Solh2e , and that death accurred dt. 


, fram the causes and on the date stated above. 
PHYSICIAN'S 


. stote) DATE SIGN 
WA. CARL. 
NAME OL —————————— a eS 2 
[720 BURIAL, CREMATION, | 226. DATE THEREOF _Y% RIAL, Lisp ‘Mb. DATE TENCE AMI hire? ya 2avrey / ped. LOCATION (City, tawn, ar coynty) (Stote) 
IOVAL (Spec; fo-vh 
eS As 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained by the hospital a 


© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certifica 
TO FUNERAL DIRECTOR: After thi 


at 


O es REC'D BY +) & 2 SB ‘at i! RT RE R'S SIGNATUR 
pare JUL 2 3 


BE 
36 
os 
& 


= 
Z 


al MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 UdoUS 
F492 CERTIFICATE OF DEATH 


—_ 


Reg. Dist. No. 


= 

8¢ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
8 8 0. CI 9. STATE b. COUNTY 
2 ks Allegan MARYLAND Maryland Allegany 
= Be B. CiTy OR TOWN Tif eulide corpo €. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF oulside corporote limits, write RURAL ond give nearest town) 

° 
8 6L RURAL ond give nearest town} 
ees Lifetime ||c Cumberland 
2 _ = d. Beikeracinon™ (If not in hospital, give street oddress) . STREET ADDRESS e. be tg soon 
=o = ol 
- : yes 1] No 
Sipe oy 86 Thomas Street 186 Thomas Street O not 
2565 3. NAME OF First Middle tost 4 DATE Month Day Yeor 
= DECEASE: . 

x | : (Type or print) Ida V. Tederick DEATH July 14 19 DB 
3 ~o 5. SEX 6. COLOR OR RACE ]7. pan NEVER MARRIED [] |8. DATE OF BIRTH 9. Berita IF UNDER pe ae alu 
z 2 ys jours in, 
g i Female | White _|woowe5 oworctoO] | March 17,1876 & ys, 
= & Bs 100. USUAL CUTAN om kind a eer 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 88s. during most of working life, even if retired) 
sees Housewife Own Home Cumberland, Md. USA 
3 8) 4 ry ] 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

See 

58s s ‘ 
& See Franklin T. Valentine Mary Wolfe 
& ie 15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16: SOCIAL SECURITY NO. [17 INFORMANT 4 ‘Address 
= feELf {Menno er votngwsl [IF yen. ghee wor or eee 
g gis oO e Tederick,Cumberland, Md 
S$ Es 18, CAUSE OF DEATH [Enter only one couse p 
8 ss 
Do EGF PART |. DEATH WAS CAUSED BY: A 
6a ° $< RQ?) IMMEDIATE CAUSE (o] < “ A = 
= £28 QUE TO . WA, 
3 3 ee 
= aie > Conditions, if ony, which () 
Yi: Sais amstreet ts 
g t*s3 lying couse lost. al 
30 8 8 e ra Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. eee 
=: =F C = 
‘e £3 oe “1s yes. NO 
is ge 15 & [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Il of item 16) 
ae ee & [OR CONTRIBUTING LI CAUSE OF DEATH 
z a 
<@: 5 © UF EITHER, NOTIFY MEDICAL EXAMINER) 
OM es x 20e. PLACE OF INJURY (Home, form, . 1 20f {City or town) (County) {Store} 

°o O96 20c. TIME OF INJURY Month, ee Yeor | 20d. INJURY OCCURRED 
£58 es H Hour 0. m. While Not while Sectoty, shovel, eee Bio 98.) 
zsE°5 Z p.m. lot work [] ot work [1] os 
Sse. 4 
= Sg r 
2 gs ras 21. 1 certify thot! yg d the deceased frem____. Al eee sthat | lost saw the deceased 
os <5 = =z-, ond thot deoth occurred ot__2 00%, from the causes ond on the dote stoted abave. 
EES & “4 i ADDRESS (Street, city of town, stote} DATE SIGNED 
& xe 2 
ees mo m. Street. July..14,19 
OfE25 | 58 
Z8a85 PHYSICIAN'S 
Sezee NAME (tyee)_DDe He We Eliason Cumberdand, Mas. 
BSYOD 720. BURIAL, CREMATION, | 22b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Stole) 
Cus ee VA fy) 1 d, M 
ESR ee BAST 7-16-58 Rose Hill Cemetery cumberlan id. 
oe 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Baa, REC'D BY REGISTRAR | 24 REGISTRAR'S SIGNATU 
A rae James F. Scarpelli,Cumberland, Mg. cate JUL 1 7 '58 bast Jn 


a rio Ve Att, . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
"¢503 CERTIFICATE OF DEATH 07509 


4 
oan 


= Reg. Dist. No. 
g 3 Di ea metal 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
ean oi Allegany marviano [| ° WMiryland b.couNTY Allegany 


b. CITY OR TOWN {If outside corporate limits, write 


wv ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 


x Moscow 


¢. LENGTH OF STAY IN Ib 


Frostburg 
¢. NAME OF HOSPITAL (If not in hospital, give sireet address) 


5 


if was [2 apc) ay a8 IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. | 17. INFORMANT 
eTaeabiben|) it grarare ame eaen) 
NO NONE Mr. John A. Time 


i 


1B, CAUSE OF DEATH [Enter anly one cause per line for (0), (b), ond (c}-} INTERVAL BETWEEN 


£ — d. STREET ADDRESS. e. IS RESIDENCE 
Meg ct OR INSTITUTION / ON A nO) 
aS Miners Hospita ves (J No [- 
ce 
£65 3. NAME OF First Middle lot 4. DATE Month Day Year 
a3 DECEASED OF 
- 3 (Type or prin!) Ronnie Wayne Timney DEATH July 26 thas 1958 
s 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE inane IF UNDER 24 HRS. 
ost bi Yi} Min. 
4 Male White |wiooweo CT) bivorceD F] 25th, 1958 yrs 
2 10a. pee ae cae re kind a by 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
uring most of wor a ret 
a 9 ‘ king life, even if retired) Frostburg, MD. 
NWO = ms 

a 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

co 

2 John A. Timne Ruth E Gentry 

2 

£. 

2 

& 

8 

a 

© 

$ 

= 

2 


any event within 72 hours after death. 


PART 1. DEATH WAS CAUSED BY: P lnbiaiacilc ec cick a 
5 IMMEDIATE CAUSE {o] 
DUETO ' { 
be ae, 7 iy La a vig 
Conditions, if any, which eo wears vast 


permit. 


gove rite to immediote - 
cote (0), stoting the under. ( OVE TO \ 
lying cause lost, fe 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. ie Fe ee 


yes] not] 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Port il of item 18.) 
‘OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour o. m. While. Not while foctory, street, office bldg., etc.) } 
p.m. 19 fot work [7] of work (C] ‘an 


21.1 certify that | attended the deceased fram,_-\\. Wad tz ., 19-2_0.,that | last saw the deceased 


hhat death accurred at_j/{__C\l..M, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) \ DATE SIGNED 


5 
nal 


ing physician. 
te has been signed by the attending physician and completely 


> 


poge 3 should be detached far use os the burial-transi: 


te 


TO FUNERAL DIRECTOR: After this ce 
MEDICAL CERTIFICATION 


ined by the hospital or 


PHYSICIAN'S | |. 
NAME (Type) 


the registrar priar to burial, cremation, or removal, 


may be ret 


eas AP NG eS or ie 
Borial 7/26/1958 | Laurel Hill Cemete Moscow, MD. 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2ho, REC'D BY REGISTRAR | 24b. -REGISTRAR'S SIGNAFUR| 
VS AIS 4) GRORGE EICHHORN LONACON ING, MD. in JUL 31°58 Cikieae 


TO HOSPITAL OR ATTENDING PHYSICIAN: i! Jow requires that the death certificote be executed within 24 hours ofter death. Page 4 


15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
249% CERTIFICATE OF DEATH 07510 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. If institution. Residence before admission} 


MARYLAND | 9. STATE b. COUNTY 
A ALLEGANY 
iN 


b. CITY OR TOWN (if outs cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neores! town) 


AN HR MIN CUMBERLAND 
d. NAME OF HOSPITAL (If not in hospital, give sty of d. STREET ADDRESS: I$ RESIDENCE 
OR INSTIUTION "SEAT OR ANG : SONA FARM? 
MEMOR LAL HOSP AL A 226 Na MECHANIC STREET vs 0 NOD 


3. NAME OF iT Middle Lost 4, DATE Month Day Yeor 
DECEASED 


OF 
(Type or print) BOY VOILS DEATH JULY 29) 19 
5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED “F . DATE OF BIRTH [ AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


MALE WHITE wipowen [] pivorce [] JULY 29, | 958 a 


yn. 
10a. USUAL OCCUPATION (Give kind of ee ad 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country} 12. CITIZEN OF WHAT COU 
ir 


during most of working life, even if refi 
CUMBERLAND, MARYLAND U. Se Aw 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


GLEN VOILS RITA Ae WIGGER 
PES face Ad URS genet Oe, 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
| | CUMBERLAND , MARYLAND 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)., INTERVAL BETWEEN 


2 . Q v ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: i ; 
IMMEDIATE CAUSE (o}. 4 er EGET Vpn oe peawlt 
7 DUE TO Va 
Conditions, if ony, which ae le, oo eile. ie VINA 
gove rise to immediote 7 5 
couse (0), stoting the under. ( DUE TO 3 nla Pe f ) 
re eeey 4 Aibr~ in feng Mi 
Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Was BUTORSY. 


ves—] no] 


ened 


1, PLACE OF DEATH 
co. COUNTY 


e fil 


ours offer death. Poge 4 


# 
Poges | ond 2 s! 


# in by the funerol director, 


h 


Ne 


d completely 


icion oni 


Then pleose remove corbon popers. 


MEDICAL CERTIFICATION 


z 
Se} 
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by 
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a 
24 
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s 
8 
<2 
3 
3 
ao] 
© 
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° 
= 
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"5 
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2. 
3 
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o 
= 
rd 


ig physicion. 
fe hos been signed by the ottending physi 


buriol-tronsit permit. 
rio, cremotion, or removol, ond in ony event within 72 hours ofter 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I of item 18.) 
‘OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


s 


poge 3 should be detoched for use os the 


the registror prior to bur 


aE 
[20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
White Notiwhiie. factory, stree!, office bldg., etc.) | 
jot work [] ot work [J ' 


21. | certify that | attended the deceased from 119. eee Se pee ahs Sane that | last sow the deceased 


alive qn sere Fn le = Nee and that death accurred at _2s57PM, fram the causes ond an the dote stated above. 
ADDRESS ay city or town, stote) DATE SIGNED 
) 


M.0. Cin sehied i IDE ey) det 


RAM tryee)__DR, FULLER WHITWORTH 2B 


Zo. BURIAL, CREMATION, | 2b, DATE THEREOF Zac_ NAME OF CEMETERY OR CREMATQRY 72d. LOCATION (City, town, or county} (tote) 
MOVAL [Sp sf 7 f Ve " 
moAwen| F- 1- [Neprocrcat leaf, ARM LALM AM ATCA 


23. FUNERAL DIRECTOR'S SIGNATURE YT] 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE) 
VS AN5 (4) ‘58 A 
15M 10/57 Z f ds B}oare AUG A ‘ 


a! 


TO HOSPITAL OR ATTENDING PHYSICIAN 
moy be retoined by the hospitol or otf 


TO FUNERAL DIRECTOR: After this cer: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


, Z4S4 CERTIFICATE OF DEATH res in QZ HTT 


~ se L 
% 3 5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
2 es ©. COUNTY marvuano || STATE b. COUNT 
ig Sere A ANY MARYLAND ANY 
£ Be b. CITY OR TOWN (IF outside corporote limils, write |e. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporote limils, write RURAL and give nearest town) 
g 62 RURAL ond give nearest town) 
° $2 CUMBERLAND 11 DAYS A Re Digi ip Cumberland, 
2 me 2 d. NAME OF HOSPITAL (if nat in rok BR ANB pd. STREET ADDRESS e. IS RESIDENCE 
° = i OR INSTITUTION, f ON A FARM? 
2 cae MEMOR 1AL HOSPITAL=MEMORIAL AVE «_ Rte: 220 Cresaptown, Md. 50) No 
2056 3. NAME OF Fiest Middle lost 4. DATE Month Day Yeor 
3 Upeece eriet) ROY LEE WARE kcal JULY 2h 

ce 6: COLOR OR RACE 7. MARRIED] NEVER MARRIED [_] | 8. DATE OF BIRTH 9 AGE Ue yoo 

WHITE |wioowen]_oworceo | MAY 14 1905 ve. 


kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
even if retired) 


. USUAL OCCUPATION (Gi 
during most of working lif 


“vw Machine operator AN Corp af VIRGINIA A. =f 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
FLOYD WARE AMANDA Hiei). 
Me eer Ne reer oe SOCIAL SECURITY NO, |17. INFORMANT Address 
Noy 21710-6044 | MEMORIAL 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (C).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE Cause o)__-—sA CUTE heart Block 
df. ‘ DUE TO 


Cogdifananiteay: which wo __ Acute myocardial infarction 


gove rise to immediote 

cause (0), stoting the under, ( DUE TO 

lying couse lost. o) 
Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. fee cet es 


yves(] No) 


INTERVAL BETWEEN. 
ONSET AND DEATH 


ae 
~o 
3 
5 
3 
x 
3 
rs 
a 
2 
° 
ie 
5 
5 
£ 
° 
8 
7. 
e 
£ 
3 
£ 
§ 
5 
Co 
g 
z 
2 
© 
2 
= 


a 
a 
= 

ES 
= 

a 

D 

e 


fe has been signed by the attending physician ond campletely 


0c. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) non e 


LT ES Ae 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY {Home, form, | 20f. {City or town) (County) (State) 
Hour 0. m. While Not white factory, street, office bldg., etc.) 
p.m. 19 lot work [] ot work [] 1 


21. | certify that | attended the deceased from JULY 13, __, 19.98, toSULY_ 24, _. 19. BB that | tost saw the deceased 
alive on_. iy aoe 6B, ond that death occurred at 7250P_ mM, from the causes and on the date stated above 


y, ADDRESS (Street, city or town, stote) DATE SIGNEO 
ACTUAL OAL hn Opn 


MEDICAL CERTIFICATION: 


Name (typs__ORe JAMES HALLINAN e xu 


No. pia fon ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 
MOVAL {Speci “ P 
Q Lat 7/27/58 Hillcrest Burial Par! 


22d. LOCATION (City, town. or county) (State) 
Cumberland, Maryland 


Fa 
UNS 
a 
eo 
ay 
26 
86 
gs 
5 
° 
e2 
nis 
rm 
ce 
Ss 
ay 
€- 
= 
Ee 
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5 
ae 
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aS 
BB 
o 
oe 
£3 
Ra 
3 5 
oo 
£: 
-'o 
3 
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aed 
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st 
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2g 
28 
25 
Re 
£a 
3 
oa 
“ 
os 
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° 
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4 
o 
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‘4 
x 
a 
9 
< 
3 
2 
G 
1S 
< 
ne 
° 
a 
< 
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= 
a 
°o 
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23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR 24D REGISTBAR'S SIGNATURE 
V5 A15 Vv H. Wayne George . Cumberland, Maryland vate JUL 2 8 '58 Gk eauck 


jirectar, 


aurs ofter death: Page 4 
Pages 1 and 2 shauld be filed 


in by the funeral 


hi 


* 


e has been signed by the attending physician and completely f 
th. 


. 


Then please remave carban papers. 


ing physician. 
burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs 


Hor 


TO FUNERAL DIRECTOR: After this cer 
page 3 shauld be detached far use as ine 


may be retained by the hasp' 


3 
Uv 
me 
5 
3 
8 
2 
3 
® 
o 
2 
9° 
= 
3 
8 
€ 
°° 
8 
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VS A15 (4) 
15M 10/57 


| 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


7517 CERTIFICATE OF DEATH 


Reg. Dist, ni) 7912 


1, PLACE OF DEATH 
a. COUNTY 


MARYLAND 


an 
b. CITY OR TOWN {if outside carporate limits, write 
RURAL ond give neorest lown) ° YE 
Q own YEARS 
d. NAME OF HOSPITAL {IF not in hospital, give street address) 


OR ee IN Blatown ‘ Ma : 


¢. LENGTH OF STAY IN 1b 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


|. STATE 
s Maryland ore Allepan: 


¢. CITY OR TOWN (If outside corporote limils, write RURAL and give nearest town) 


XRural Oldtown 


d. STREET ADDRESS 


/ Route 1, Oldtown 


e. 1S RESIDENCE 
ol FARM? 


vesHRD No &) 


oute 1, 
First 


NAME OF 
DECEASED 


(Type or print) REPTIF ‘ 


Lost Yeor 


19 58 


4. DATE th 
OF phe 


cM July 29 


Day 


5. SEX 
Female 


6. COLOR OR RACE 


White wipoweo [] 


7. MARRIEDEX NEVER MARRIED [[] | 8. DATE OF BIRTH 


pivorcen(] | Sept.10,1880 


IF UNDER} YEAR|IF UNDER 24 HRS. 
Months] Doys Min. 


9. AGE (In years 
lost olentey) 


yrs. 


Hours 


10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 


OWN HOME 


during most of working life, even if retired) 
iQ a 


11. BIRTHPLACE (State or foreign country} li CITIZEN OF WHAT COUNTRY® 


OLDTOWN , MARYLAND USA 


13. FATHER'S NAME 


RILEY HARTLEY 


15. WAS DECEASEDEVER IN U. S$. ARMED FORCES? [16. SOCIAL SECURITY NO. 
{Yer 0, oF unknown) UF yon, give wor oF dates of service) 
NO 


14. MOTHER'S MAIDEN NAME 


MELINDA RECKLEY 


17. INFORMANT 


« HARTLEY 


Address 


18. CAUSE OF DEATH [Enter only ane couse per fj 


PART I, DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (0). 


3, if ony, which 
gove rise to immediate 
couse (o}, stating the under: 
lying couse lost. 


}. ond (c}.] 


Vv 
wWJAD 


INTEBVAL BETWEEN 
oi ‘AND ,DBATH 
Adan 


Cos 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 
Hour 0. m. White Not while 
p.m. 19 Jot wark [7] ot wark Dy 


ie 


MEDICAL CERTIFICATION. 


alive eel ele 


TUAL OM 


AC 
SIGNATURI 


NAME 
Zo. BURIAL. CREMATION, ‘2b. DATE THEREOF 
MRUETAL 8/1/58 


KL‘ 


21. | certify ton a dha the ene 7 
VJ, Wed ‘>, and that death accurred 


Zc. NAME OF CEMETERY OR CREMATORY 


HILLCREST BURIAL PARK 


mn 
Pant ILADTHER SIGNJFICANY CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. NESE 
A (6) X Le Lb tas ves] No 


200. ACCIDENT WAS _UNDERLYING [] ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 ar Part I! of item 18.) 


‘2e. PLACE OF INJURY {Home, farm, | 20f. (City or town) 


g (County) 
fogtory, sireet, office bldg., etc.) t 


(Stote) 


Hh : 
Shot 
. 19.4_Othat | last sow the deceased 


tam the causes and an the date stated above. 


ADDRESS (Street, city or town, state) DATE SIGNED 


7d, LOCATION (City, town, or county) (Store) 


CUMBERLAND, MARYLAND 


23. FUNERAL DIRECTOR'S SIGNATURE 
JO'UN J. HAFER, 


ADDRESS, 


CUMBERLAND, MARYLAND 


740. REC'D BY REGISTRAR . REGISTRAR'S: ae fe 
” 


vated 5 58 RBLL 


FOR STATE 


sien DEPT. 


y is necessory. please 


CY 


dicol Exominer’s Office along with form PM3, Poge 5 moy bow 


If on 


Yj 


within 72 hours after death. 


n Item, 18. Give Poges 1, 2, ond 3 to 


pending” in penci 
be wsed os a buriol-tronsit permit, File pages 1 ond 2 with the State Boord 


or its designoted ogent, prior to buriol, cremotion, or removol, ond in any event 


4 shauld be forwarded to the Chi 


execute the certificote, writing thi 
TO FUNERAL DIRECTOR: Poge 3 shai 
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VS. AISME 
5M 2/57 


a> 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
75148 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 07513 


Reg. Dist. No. 


1, PLACE OF DEATH : 2. USUAL RESIDENCE (Where deceased lived. If instilution: Residence before admission) 
ee Allegany marviann || “STATE =Maryland conv Allegany 


b. CITY OR TOWN (it ourside corporate limits, write RURAL : LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


setae vt aad Savage x Mt. Savege 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
7 ON A FARM? 


/ * _|xts O_o OL 


Middle 7 low 4. DATE Menth Plea Yeor 


: Fass 
Seer . BBRTHA CLARE WINNER he. july” PM 


female white wioowep oworceo | L2-7-1901 me a Hevea tier: 
Oa, USUAL OCCUPATION. pices kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 2. CITIZEN OF WHAT COUNTRY? 
ping yet ef worn ie, even if retired) Wa Atta ats Maryland U. 8. ‘a 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME aT 
John Martin Mary O'Connor 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 


tual) hie EE | Aloysius Winner, Mt. Savage, Md. 


3. SEX &. COLOR OR RACE |?. MARRIED FX] NEVER MARRIED [J] 8. DATE OF BieTH «| AGE tie room [FUNDER ar IF UNDER 24 His. 
Months 


18. CAUSE OF DEATH [Enler only one couse per line far (0). {b). ond (c). im é [igterva sctwcan 
PART |. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (c) [v ass —ol 
t } 
“ho DUE To 


Condilions, if ony, which ) 
Qove rise to immediole cove 
(0), stoting the underlying 
couse last. = ee 


DUE TO 


PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Ifajt9, WAS AUTOPSY 


PERFORMED? 


yes—] NO a 


PRIMARY (} or CONTRIBUTING C1 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, fom, To, (Cily oF town) (County) (State) 
Hour 9, m, While Nat while factory, street, office bldg., etc.) | t 
p.m. Ww ot work at work 


21. certify thot | tock chorge of the remains described obove, held on Autepsy [_], Inspection &. Inquiry al ond in my 
opinion deoth resulted from: Naturol causes &. Accident a. Suicide O. Homicide 0. Undetermined monner oO 


Mil Xcel 3 eee laa Cope MepyeAe exasathan hog 
- ASSISTANT MEDICAL EXAMINER [) ; £ 
NAME tIype) Bened ice Sk ' tar ELIC. DEPUTY MEDICAL EXAMINER PS 2 J LES 
Tis. esis [7ab. OATE THEREOF =| 2c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (Kify, town, or cdunty) —S—S«(State) 
pecify 4 
Tial | 7-26-58 _| St. Patrick's Cemete Mt. Savage, Md, 


# oe DIRECTOR'S SIGNATURE ADDRESS Jao. REC'D BY REGISTRAR | 24b. REGISTRAR'S rye 
J. R. Durst, Frostburg, Md. DAT E (hy. { P 


le 


200, EXTERNAL CAUSE WAS ie DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part tar Part 1) of Item 18.) 


MEDICAL CERTIFICATION 


o 


